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FOREWORD 


The QuakTERLY Review OF SURGERY provides a systematic plan. organized for the 


purpose of making available a concise and authoritative presentation of the current 
progress. trends. and attitudes in all branches of surgery. Compiled from every de- 
pendable source, this plan covers all state. national, and special journals as well as 
the bulletins. reports. ete.. of the clinics and hospitals, Presented briefly but without 
sacrificing essential detail. these highly significant data are further enhanced by com- 
ments of the members of the Editorial Board. based upon the summarizing of their 
own clinical experiences as well as those of other recognized authorities, All data are 
classified and published under the following headings: 


Anesthesia and Analgesia 10. Abdominal Surgery 10—-H. Pancreas 
Preoperative and Postop- A. Abdominal Wall 10—I. Spleen 

erative Therapy B. Hernia ll. Proctology 

Tumors C. Peritoneum 12. Genito-urinary Surgery 
Neurosurgery D. Stomach and Duo- 13. Gynecologic Surgery 
Head and Neck denum 14. Vascular Surgery 
Plastic Surgery E. Intestines 15. Orthopedic Surgery 
Thyroid and Parathyroid F. Appendix 16. Traumatic Surgery 
Thoracic Surgery G. Liver and Biliary 17. Miscellaneous 

Breast Tract 18. Book Reviews 


It is believed that this plan will assist the reader to locate quickly the articles of 
current interest and will prove most helpful in making readily available the reference= 
necessary in the compilation of bibliographies on surgical subjects. Under each classi- 
fication. immediately -following the abstracts. there will be published references to 
current articles not abstracted. 


A section entitled International Record of Surgery is to be included at the begin- 
ning of the journal. The Record Section will consist of advanced clinical and experi- 
mental reports. 


The suggestions and comments of our readers will be gratefully received. 
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University of Washington. Seattle 5. Washington 
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A Fifty-Year Review of Surgery 


Henry N. Harkins, M.D., F.A.C.S. 


With the current issue, the Quarterly Review of Surgery begins Volume 8 and enters 
its eighth year of publication. We are beginning the second half of the Twentieth Century 
and it seems appropriate to review here some of the advances made in surgery since 1900. 

There are several ways in which such a review might be formulated and such a 
comparison made. One way would be to consider the various phases of surgery as out- 
lined in the Quarterly Review of Surgery and to compare the former status of each, and 
its subdivisions, with the present situation. These subjects are as follows: 

1. Anesthesia and Analgesia 

2. Preoperative and Postoperative Therapy 
3. Tumors 
5 


. Neurosurgery 
. Head and Neck 
6. Plastic Surgery 
7. Thyroid and Parathyroid 
8. Thoracic Surgery 
9. Breast 
10. Abdominal Surgery 
10-A. ‘Abdominal Wall 
10-B. Hernia 
10-C. Peritoneum 
10-D. Stomach and Duodenum 
10-E. Intestines 
10-F. Appendix 
10-G. Liver and Biliary Tract 
10-H. Pancreas 
10-I. Spleen 
11. Proctology 
12. Genito-Urinary Surgery 
13. Gynecologic Surgery 
14. Vascular Surgery 
15. Orthopedic Surgery 
16. Traumatic Surgery 
. Miscellaneous 
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Another approach would be to merely list some of the most important advances in 
surgery made in the past 50 years. Such a list would always be subject to the criticism 
that some other advances not included might be considered as important as those listed. 
Despite this theoretical objection, we will follow the second approach and list certain of 


the advances made. At the same time we will follow, as much as possible, the order of 
listing in the above table of contents. 


During the past 50 years, the following are some of the important advances made 
in surgery: 

1. Controlled anesthesia with the possibility of adaptation to the particular patient, to 
the particular procedure, and to the particular region of the body to be operated upon, 
including the open thorax. Anesthesia in 1900 was chiefly drop ether or chloroform, or 
nitrous oxide-oxygen. The present-day variety of anesthetic agents and available routes 
of administration gives more flexibility and better control. The introduction of a negative 
pressure Chamber by Sauerbruch (1904) and the use of positive intratracheal pressure by 
Bunnell (1910) are largely responsible for the recent rapid advances in thoracic surgery. 


2. Recognition of dangers of anoxia and more frequent use of oxygen to control it. 


3. Control of postoperative atelectasis, The importance of atelectasis was recognized by 
Barr (1907) and by W. Pasteur (1908). With the studies of Elliott and Dingley (1914), 
Cutler (1922), Scott (1925), Coryllos (1930) and Adams (review, 1942), the impor- 
tance of mucous plugs in the bronchi was recognized. The suction method of Haight 
(1938) has done muth to improve the care of this condition, 

1. Preoperative and postoperative control of fluid and electrolyte balance. The works 
of Haden and Orr (1922), of Coller and Maddock (1932), and of others, helped to 


emphasize the importance of this aspect of surgical care. 

5. Preoperative and postoperative control of nutrition. Smith and Mendel (1920) 
stated that intravenous saline injections produce edema in the presence of hypopro- 
teinemia, whereas otherwise edema does not occur. Harvey and Howes (1930) showed 
that hypoproteinemia delays wound healing, and Ravdin and his associates demonstrated 
that its presence increases the incidence of wound disruption. Measures to control anemia, 
hypoproteinemia, and avitaminosis (especially Vitamin K— Dam 1936— and C) are 
now essential steps in surgical care. 

6. Preoperative and postoperative control of surgical infections with the sulfa drug: 
and antibiotics 

Continuous suction drainage of the intestinal tract. The works of Wangensteen 
(1932) and of Miller and Abbott (1934) in this field have been outstanding. 

8. Control of surgical and traumatic shock. The observations of Blalock (1930) and of 
Parsons and Phemister (1930), working independently, showed that one of the chief 
factors in shock is local loss of blood or plasma. The entire blood and plasma program 
of World War II was spurred on by the fundamental applicability of these observations. 
The work of Gatch and Little (1924) on the quantitative determination of blood loss 
during surgical operations was a fundamental contribution with many practical implica- 
tions. The control of shock ranks in importance with the control of infection and of pain 
in surgical history. 


9. Blood transfusions and the use of plasma. Recognition that even though plasma 
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presents certain mechanical advantages (blood typing is not necessary), whole blood is 
under many conditions better than plasma for the patient. This was shown by, among 
others, Churchill (1944) [traumatic shock} and Moyer (1944) {burns}. 

10. Better technic in preparing, preserving, and typing of blood. The recognition of 
three blood types by Landsteiner (1901), of the fourth rare (AB) type by Decostello and 
Sturli (1902), of Rh by Landsteiner and Weiner (1940), of the possibilities of citrate 
preservation by Agote (1915) and Lewisohn (1915), of preserved blood administration 
by Robertson (1918), and the introduction of blood banks into this country by Fantus 
(1937) are all milestones in the story of blood transfusion. 

11. Development of the field of neurosurgery. This development is one of the out- 
standing events of the Twentieth Century, particularly of the first 25 years. The work 
of Cushing, Dandy, Frazier, Sachs, Bailey, Penfield, Jefferson, Foerster, Olivecrona, 
Vincent and others, created an entire new specialty. Technical aspects of improvement in 
brain hemostasis helped open up the field. Specifically, these were the silver clip (Cush- 
ing, 1911) and the electrocautery (Cushing, 192{7). Previous to this time the use of 
warm saline irrigations (Horsley) was the chief means available for hemostasis in brain 
surgery. That other technical advances were of importance is emphasized by Cushing, 
who when questioned about his surgical contributions, would reply, “Tell them I closed 
the galea.”’ 

12. Description of the physiologic basis for the syndrome of acutely increased intra- 
cranial pressure. The first thorough physiologic and clinical analysis of this syndrome, 
such as occurs in extradural hematoma, was made by Cushing (1902). 

13. Refinements in the field of plastic surgery. Unlike neurosurgery, many of the seeds 
of progress in plastic surgery were sown in the last century or before by such pioneers 
as Thiersch, Reverdin, and others. The methods introduced by these men were nurtured 
into a full blooming plant by plastic surgeons of this century, particularly at the time 
of the two wars. Names such as those of Gillies, J. S. Davis, Blair and Brown stand out. 

14. The use of iodine and of thiouracil derivatives in the preoperative preparation of 
thyrotoxic patients. lodine was introduced by Plummer in 1923 and thiouracil by Astwood 
21 years later. 

15. Operative treatment of parathyroid tumors. The parathyroid glands were first 
noted by Sandstrom (1880) of Sweden. The removal of an adenoma of these glands 
was first suggested by Schlagenhaufer (1915) with the actual performance of the opera- 
tion by Mandl 10 years later. The association of the syndrome of osteitis fibrosa cystica 
with hyperparathyroidism was studied by Mandl (1926), Pemberton (1930), Ballin and 
Morse (1931) and by Albright, Aub and Bauer (1934). Clinical features of the 
disease from the surgical standpoint were elucidated by Churchill (1934) and by 
Churchill and Cope (1936). 

16. Development of the field of thoracic surgery. This development, unlike that of 
neurosurgery, is chiefly an advance of the second, rather than of the first, quarter century 
of the period under consideration. Several advances are so outstanding that they deserve 
separate listing. 

17. Collapse therapy of tuberculosis. The development of thoracoplasty by Sauerbruch 
and by Alexander and others is an important item in such treatment. 
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18. Pneumonectomy for carcinoma of the lung. First performed by Graham in 1933, 
this operation has introduced a new era in the treatment of this common condition which 
is apparently becoming more common. 

19. Recognition of the danger of open drainage of influenzal empyema by Graham 
and members of the Influenza Commission in 1918. , 

20. Successful resection of the esophagus for carcinoma. This was performed by Torek 
(1913) with a cervical pharyngotomy. In 1938 Adams and Phemister performed the first 
successful esophageal resection with esophagogastrostomy. In 1944 Garlock and Sweet, 
working independently, anastomosed the stomach to the esophagus above the arch of 
the aorta. 

21. Prompt evacuation of hemothorax without air replacement and with later lung 
decortication if necessary. The technic of decortication, although not entirely new, being 
done by Delorme in 1893 and Fowler in 1893, became popular during World War IL. 

22. Excision therapy for selected cases of inflammatory disease of a lung: pyogenic 
abscess, bronchiectasis and tuberculosis. 

23. Introduction of fundamental principles of intestinal anastomosis in abdominal 
argery by Halsted and others. 

24. The Fredet-Rammstedt operation for hypertrophic pyloric stenosis. Performed 
first by Fredet in 1910 and by Rammstedt in 1912, this simple operation with a very low 
mortality has been very effective in restoring to health those infants afflicted with infantile 
pyloric stenosis. 

25. Recognition of the superiority of gastric resection over gastroenterostomy for the 
iurgical treatment of duodenal ulcer. This concept of Strauss, Finsterer, Berg, Lewisohn, 
and others was introduced during World War I, but was not universally accepted in this 
country until the beginning of World War II. Introduction of the Polya type of resection 
in 1911 helped in the advancement of gastric surgery. 

26. The Miles combined abdominal perineal resection for carcinoma of the rectum. 
This technic was introduced in 1908 by Ernest Miles and is still the standard operation 
for carcinoma of the rectum. 

27. Recognition that stab, puncture, or gunshot wounds of the peritoneal cavity should 
be routinely explored. This exploration was not done early in World War 1; in World 
War IT, it was routine. 

28. Successful removal of islet cell tumors of the pancreas. Hyperinsulinism was first 
postulated as a syndrome by Harris (1924) and islet cell tumors were first removed as 
reported by Wilder (1927) and as performed by Graham (1929). 

29, Successful removal of pheochromocytomas and other adrenal and glandular tumors. 
The first successful removal of a pheochromocytoma was by C. H. Mayo in 1927, but the 
nature of the tumor was not appreciated at the time. The case reported by Pincoffs and 
Shipley (1929) was the first instance of correct preoperative diagnosis, successful exci- 
sion, and prolonged survival of the patient. 


30. Perineal prostatectomy in urology. First pertormed by Young in 1904, this pro- 
cedure represents a distinct advance in the field of urology. 


31. Advances of ovarian surgery in gynecology. Many advances have been made in 
the field of gynecology, but developments in the treatment of ovarian tumors would 
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seem to be outstanding. 

32. Opening of the entire field of peripheral vascular surgery. Certain of these ad- 
vances merit separate comment below. 

33. Blood vessel anastomosis (Carrel, 1908; Blakemore, 1943; and others). 

34. Introduction of clinical use of anticoagulants (heparin and dicumarol). Based on 
the original discovery of heparin by McLean and Howell (1916), the more recent work 
by Charles and Scott (1933) and Jorpes (1935) led to clinically safe heparin. The work 
of Link and his associates (1940) led to the companion drug, dicumarol. These agents, 
separately and in combination, are useful in preventing postoperative venous and arterial 
thrombosis. Recognition of the role of venous thrombosis in the legs in producing 
pulmonary embolism, by Bauer (1940), Frykholm (1940) and others, helped emphasize 
the need for anticoagulants and other methods of control of these conditions. The pro- 
cedure of superficial femoral vein ligation, introduced by the Boston group, is also of 
help in the prevention and treatment of pulmonary embolism from venous thrombosis 
in the lower extremities. 

35. Successful peripheral arterial embolectomys This procedure, first accomplished 
successfully by Labey (1911) of France, was popularized by Einar Key of Sweden. 

36. Successful pulmonary embolectomy, Attempted by Trendelenburg (1907), this 
procedure was first accomplished successfully by Kirschner (1923) of Germany. It is of 
interest that the successful attempts since then have all been made in Liverpool, England 
or east thereof. 


37. Introduction of the combined high ligation plus stripping operative treatment of 
varicose veins, Stripping of varicose veins was introduced by Keller (1905), C. W. Mayo 
(1906) and Babcock (1907), and high ligation by Homans (1916). Published reports 


of the combination of the two did not appear until recently (Linton, 1938; Harkins and 
Schug 1941; and Grimson, 1944). 

38. Sympathetic surgery im peripheral vascular disease. Introduced by Royle of 
Australia, extended and improved by Leriche of France (1928), and developed further 
in this country by Ochsner, DeBakey, Smithwick and others, such surgery is now a 
recognized mode of dealing with many peripheral vascular conditions, particularly of 
the Buerger’s or Raynaud's type. (Buerger’s disease was first described in 1908.) 

39. Development of the entire field of cardiac surgery (possibly to be called for pur- 
poses of classification, proximal vascular surgery). Not only is the development of this 
important field an outstanding surgical triumph of the period of the 50 years under 
consideration, but it is mainly an accomplishment of the last 25 years, in fact, of the 
last 12 years. In considering the recent advances in cardiac surgery, the following quota- 
tion is of interest, showing that man must never predict that we have reached a status 
quo in any field: "The surgery of the heart has probably reached the limits set by nature 
to all surgery; no new method and no new discovery can overcome the natural difficulties” 
(Stephen Paget, 1896). Certain of the new developments merit separate listing below. 
Other advances in cardiac surgery include methods for treating coronary artery insufficiency 
(pectoral muscle implant, Beck, 1935; cardio-omentopexy, O'Shaughnessy, 1937; and 
cardiopneumopexy, Lezius, 1937); valvulotomy (Cutler, 1923; Smithy, 1947; Harken, 
1948, and Bailey, 1949); coarctation of the aorta (experimental observation by Blalock, 
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1944; clinical accomplishment of a successful operation by Crafoord, 1945 and by Gross, 
1945); and removal of foreign bodies from the heart by Harken (1946). 

40. Successful pericardectomy for adhesive pericarditis, Fitst done by Brauer (1903) 
and by Schmieden (1923), and first done in the United States by Churchill (1929), this 
operation has been repeatedly performed by Blalock, Holman, and others. 

41. The ligation principle in proximal vascular surgery as exemplified by ligation of 
a patent ductus arteriosus. This operation was first done successfully by Gross (1938) and 
represents the proximal application of a principal previously used in peripheral vascular 
lesions (saccular and arteriovenous aneurysms). 

42. The detour-principle in proximal vascular surgery as exemplified by the Blalock 
operation for the tetralogy of Fallot. This procedure was first performed successfully by 
Blalock in 1944 and utilizes either the carotid, the innominate, or the subclavian artery 
to by-pass the atresia and to join with the pulmonary artery distal to the atresia. Later the 
aorta was utilized by Potts (1946). 

43. Successful treatment of pericardial tamponade. The utilization of open operation 
(Rhen, 1896), aspiration (Turner, 1939; Blalock and Ravitch, 1943), and intravenous 
fluids (Cooper, Stead and Warren, 1944) alone or in combination, has made possible 
the cure of many patients with this condition. 

44. Introduction of new skeletal fixation methods in the treatment of fractures. The 
work of Béhler (1930-1935), the introduction of well-leg counter traction by Anderson 
(1932), and Smith-Peterson nail (1931), intramedullary nailing (Kuntscher, 1944) and 
the other advances in this field have revolutionized the care of fractures. 

1S. Removal of prolapsed intervertebral disks in the treatment of sciatica by Dandy 
(1929) and others. 

46. Tendon transplants and the development of reconstructive orthopedics. 

47. The pressure dressing method of treatment of burns. This technic, introduced by 
Allen and Koch (1942) should properly include the ancillary improved care of the 
burned patient as a whole, with whole blood, plasma, saline, antibiotic drugs, adequate 
protein, vitamins, and in all instances of third degree burns, early skin grafting. 

i8. Improved management of traumatic wounds. Advances in this field include de- 
bridement (DePage, 1916), the Orr-Trueta closed dressing method (1918-1937) and 
delayed primary closure with or without skin grafting or the utilization of flaps. The 
description of wound care by Churchill (1944) is a classic in this field. 

19. Utilization of the principle of contrast radiography in surgical diagnosis. This 
method utilized by Dandy and Blackfan (1916) using air ventriculography, by Graham 
and Cole (1924) using a dye in cholecystography and by other earlier workers, using 
barium, lipiodol, or other opaque substances directly, has helped in many fields of sur- 
gical diagnosis. 


50. Introduction of the progressive residency training system in surgery in this country 
by Halsted in 1900. 


DISCUSSION 


The above list leaves out many important advances. These include, among others: 
continuous spinal anesthesia (Lemmon, 1941); revival of early ambulation (Leithauser, 


march 1951 QUARTERLY REVIEW OF SURGERY 


1941); surgical attack on pituitary tumors (Cushing, 1906) and on cight nerve tumors 
(Cushing, 1917); brain tumor classification (Bailey and Cushing, 1926); the Padgett- 
Hood dermatome (1939); thymectomy for myasthenia gravis (Blalock, 1941); successful 
treatment of atresia of the esophagus (Leven 1936 and Haight — with anastomosis — 
1943); extrapleural thoracoplasty (Sauerbruch, 1912); Brock’s operation (1948) for 
intracardiac pulmonic stenosis; McVay's adaptation of the Lotheissen Cooper's ligament 
herniorrhaphy to inguinal as well as to femoral hernias; vagotomy for peptic ulcer 
(Dragstedt, 1943); elucidation of the syndrome of regional ileitis (Crohn, 1932); 
radical resection of the head of the pancreas (Whipple, 1935); introduction of vasodila- 
tor drugs (priscol, etamon, and dibenamine) ; portacaval shunts (Blakemore, 1945) ; sym- 
pathectomy for hypertension (Adson, Peet, Smithwick and Grimson); and bone grafting 
in orthopedic surgery (while bone grafting was done by Macewen (1881) and others 
before the turn of the century, it was developed by Albee (1911, 1929), Phemister 
(1933), and others). 

Many of these observations and discoveries may sometime be considered of greater 
importance than some of those in the list of fifty. On the other hand, many of them are 
recent and their value must be proved by long-term fdllow-up studies. 

In our listing, we have tried to emphasize the treatment and care of simple or common 
conditions or those in which a reasonable percentage of cures by surgical means can be 
expected. With this in mind, we have included improvements in the care of varicose 
veins in the major list, while treatment of carcinoma of the head of the pancreas is 
placed in the secondary group in a preceding paragraph. On the other hand, discoveries 
concerning conditions which, although rare, demonstrate an demphasize surgical principles 
or physiology (e.g. islet-cell tumors of the pancreas, parathyroid tumors, and cardiac 
tamponade) are put in the major list of fifty outstanding discoveries. 

Another approach to the subject might be to consider separately surgical anatomy, 
pathology, bacteriology, and physiology. Many important advances have been made in all 
these fields since 1900. In surgical anatomy new discoveries are being made in gross 
anatomy itself, particularly in the fields rendered important by surgical disease (‘hand- 
Kanavel biliary duct anomalies — Cole and others, saphenous vein — Sherman, femoral 
region—Anson and McVay, fascial spaces of the neck, Mosher, 1929, etc.). In surgical 
pathology advances have occurred in every field. In surgical bacteriology, the antibiotic 
drugs, sulfa drugs, increased emphasis on asepsis, better methods of hand and operative 
field sterilization, all have contributed to improvement. In surgical physiology the ad- 
vances have been many and important. At least half of the fifty advances listed in this 
paper are primarily in the field of surgical physiology, while others are partially so. 

A listing such as we have made is an immediate invitation to criticism. Sins of omission 
and commission have undoubtedly been made. Prejudice from the author's own interests 
may have influenced the selection of some advances over others. It was difficult in every 
instance to follow each discovery back to its original beginnings—probably with Hippoc- 
rates. It is reported that Billroth resected the esophagus and did a total pancreatectomy, 
yet this does not detract from the advances made by Torek and by Whipple. An attempt 
was made to emphasize discoveries in a prominent stage of evolution of a subject, not 
always in its very beginnings, nor yet after the best work had been done. At least it can 
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be said that the fifty year period, 1900-1950, produced many advances of merit in the 
field of surgery. 
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ABSTRACTS 


ANESTHESIA AND ANALGESIA 


Combined Anesthesia with Sodium Pentothal, Curare and Nitrous Oxide. Report of 
625 Cases. LEONARD J. ABRAMOVITZ, Baltimore, Md. Current Researches in Anesth, & 
Analg. 29:223-28, July-August 1950. 


The use of small quantities of weak anesthetic agents and lighter planes of anes- 
thesia is advocated. The combination of pentothal, curare mixture intravenously and 
nitrous oxide, oxygen endotracheally or by mask was found to be a very satisfactory 
choice of anesthesia for all types of surgery in all age groups. By this method direct 
laryngoscopy and endotracheal intubation are easily and quickly accomplished with 
minimum trauma. Because of the non-inflammable nature of these agents no precau- 
tions against flame or explosion are necessary. Anesthesia is induced rapidly and main- 
tained easily with rapid recovery. Postoperative mania and excitement are completely 
abolished. Postoperative depression, hypotension, nausea and vomiting are minimal. 
The chief contraindication to this method is its use by individuals who lack the know]- 
edge and do not have the equipment at hand to instantly secure and maintain an 
adequate airway and to administer artificial respiration. 

Patients anesthetized by this method are literally under “finger-tip control.” Regard- 
less of length or nature of the operative procedure the vast majority of patients react 
within several minutes after anesthetic is discontinued and are in full possession of 
their protective reflexes. 11 references. 3 tables.—Author’s abstract. 

A good combination; but even more important than the choice of anesthetic agents is 
that they should be administered expertly by a competent anesthetist, especially when 
multiple agents are employed.—P. B. P. 


The Vagus Nerve in Cardiac Arrest. The Effect of Hypercapnia, Hypoxia and Asphyxia 
on Reflex Inhibition of the Heart. HERBERT SLOAN, Ann Arbor, Mich. Surg.. Gynec. 
& Obst. 96:257-04, Sept. 1950. 


Cardiac arrest during operation still occurs occasionally. Extensive work on cardiac 
resuscitation has contributed little to the etiologic factors in this problem. Among the 
supposedly responsible factors, the so-called “vago-vagal reflex” is perhaps the most 
poorly understood. 

In a series of experiments on 36 dogs, the intact vagus nerve was stimulated by a 
strong faradic current at the hilum of the lung distal to the efferent cardiac vagal 
fibers. It was not possible to produce cardiac arrest by such stimulation in well oxygen- 
ated dogs. 

In the present experiments, the vagus nerve was then stimulated at the hilum of the 
lung of dogs which had been made hypoxic or asphyxic gradually by rebreathing. Such 
stimulation produced serious inhibition of the heart and cardiac arrest when hypoxia 
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or asphyxia was severe. It was shown that increased central vagal tone contributed to 
these results. Stimulation under conditions of hypercapnia did not result in cardiac 
arrest. 

Recent investigation has emphasized the frequent presence of unrecognized hypoxia 
in patients undergoing operation. The suggestion is made that vagal reflexes arising 
during an operation, while of little importance in a well oxygenated patient, may play 
a part in producing cardiac arrest in an hypoxic or asphyxic patient. 30 references. 3 
figures.—Author’s abstract. 

An interesting and, perhaps, important observation, As the author points out, the 
role of the vagus in clinical cases of cardiac arrest is still poorly understood. —P. B. P. 


Resumé of Anesthetic Experience in 1037 Intrathoracic Operations. G. A, LIGHT, H. M. 


LIVINGSTONE, AND W. E. ADAMS, Chicago, Ill. Anesth. & Analg. 29:301-14. Nov.-Dec. 
1950. 


A summary of 1037 intrathoracic operations is presented for study, particularly of 
the anesthetic management and postoperative complications. The series represents the 
work of 11 surgeons and 22 physician-anesthetists, residents and staff members. Tables 
present types of surgery, sex incidence, age incidence, physical state or pre-operative 
risk, incidence of death and time and cause of deaths. As with most intrathoracic pro- 
cedures, the patients in most instances were not good surgical risks. Only 152, or 14.6 
per cent, were considered good surgical risks, while 117, or 11.3 per cent, were in seri- 
ous condition preoperatively. Seventy-four per cent were considered fair to poor risk 
patients. Emphasis is:smade on thorough pre-operative study and medical management 
to put these patients in as good pre-operative condition as possible in each individual 
case. The majority of these intrathoracic operations were carried out under ether- 
oxygen anesthesia by the semi-closed mask method using continuous, but varied, posi- 
tive pressure when the chest was open. Agents and management of induction varied, 
but agents for maintenance varied in only a few cases. An endotracheal tube was em- 
ployed in a few cases, either from necessity for a clear airway or for purposes of 
comparison. But the great majority of these patients, showing a clear airway during 
induction, were managed throughout with only an oral or naso-pharyngeal airway in 
place. Careful attention under direct vision was given to adequate inflation of lung 
tissue, interpreted in the light of the patient's condition at all times. Bronchoscopy was 


employed before and following surgery if secretions were copious or respiratory ex- 
change inadequate. All patients received intravenous fluids and blood as required 
during surgery. 


Post-operative care included oxygen therapy for at least twenty-four hours beginning 
with mask oxygen under slight positive pressure with gradual reduction of pressure 
and a transfer to catheter endopharyngeal insufflation of oxygen when the patient's 
condition permitted. Continuous suction drainage of the pleural cavity was applied 
except after pneumonectomy or plombage to prevent accumulation of exudate in the 
pleural cavity and to keep the lung expanded. 

There were 88 deaths in this series, a mortality rate of 8.5 per cent, including 3 
deaths in the operating room and all deaths up to seven months post-operatively. A 
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detailed table and discussion of these patients is presented. 18 references. 6 tables.— 
Author's abstract. 

The statement that only 14.6 per cent of 1037 patients selected for intrathoracic 
operations were considered good surgical risks would appear to be a pessimistic ap- 
praisal of the patients in a general clinic who need intrathoracic operations. The 
authors’ own follow-up statistics prove that the patients reacted to the thoractomies in 
a very favorable way, because even after 7 months, 91.5 per cent of the patients were 
alive. This is a remarkable record, if one can assume that the 9.5 per cent who died 
included cases of inoperable carcinoma, etc. 

The authors’ reluctance to use the endotracheal tube is surprising in view of the 


ease of introduction of the tube and the several factors of safety resulting from its 
use.—_Ed. 


PREOPERATIVE AND POSTOPERATIVE THERAPY 


Study of a Test of Resistance to Heparin in Surgical Patients (Etude du test de résis- 
tance a Uhéparine chez les opérés). LEO DEJARIIN AND PHILIPPE MASCART, Brussels, 
Belgium. J. Internat. Chir. 10:384-98, Sept.-Oct. 1950. 


Since the introduction of the anticoagulants in the prophylaxis and treatment of 
postoperative thrombosis, it has become important to determine which patients are 
predisposed to thrombosis because of hypercoagulability of the blood. The authors 
have developed a method of testing the coagulability of the blood and the effect of 
heparin on coagulation time in vitro, which is essentially a modification of the Hage- 
dorn and De Takats tests. For this purpose they employ four test tubes, tube I con- 
taining no solution. tube II containing 1 cc. of physiological saline, and tubes III and 
IV each containing 14 cc. of a heparin solution (1.25 international units per cc.). 
One cc. of the blood to be tested is introduced into each of the four tubes and the 
coagulation time determined by the Lee-White method. In 35 persons with no signs 
of thrombosis. the coagulation time varied from four to ten minutes (average six 
minutes): in the tubes containing heparin, the coagulation time was lengthened to 
twenty-five to forty-five minutes (average thirty-six minutes). In 20 patients operated 
on within twenty-four hours, the coagulation time varied from three to eight and a 
half minutes (averaging five minutes and forty-five seconds): in the heparinized tubes. 
the coagulation time of these patients averaged twenty-two minutes (ranging from 
thirteen to thirty-four minutes). In 5 patients with definite symptoms of thrombosis. 
the coagulation time was the same as in the previous group of recently operated 
patients, but in the heparinized tubes. the coagulation time was less than in the previ- 
ous group, eleven to twenty minutes (averaging fourteen minutes and forty-five sec- 
onds). In 2 casess with acute arterial thrombosis. the coagulation time in the heparin- 
ized tubes was still further reduced to seven to ten minutes. 

Recently the coagulation time has been determined in 130 surgical patients by the 
same technic. It was found that some degree of hypercoagulability of the blood was 
the rule in the postoperative period; it was especially marked following operations 
that are known to be complicated frequently by thrombo-embolism in the postopera- 


march 1951 QUARTERLY REVIEW OF SURGERY 


| 
\ 


tive period. In 6 cases developing thrombosis the coagulation time in the heparinized 
tubes was less than twenty minutes. On the basis of these findings the authors con- 
clude that if a surgical patient shows a resistance to heparin, as determined by their 
test. i.e., a coagulation time of less than twenty minutes in the heparinized tubes, such 
a patient is to be considered a “candidate for thrombosis,” and would be benefited by 
prophylactic anticoagulant therapy. 45 references. 6 figures (graphs). 

Vany additional studies, carefully controlled, will be necessary before this work 
can be properly assessed 1. R. 


Studies in Vitamin C and Protein Metabolism in Surgical Patients on a Routine Hos- 
pital Diet, MAURICE BROWN, P. DONOVAN, San Diego, California, West. J. Surg. 
58 :560-66, Oct. 1950. 


The vitamin C and protein metabolism of 28 surgical patients on an average routine 
hospital diet has been investigated in order to determine whether such a diet is ade- 
quate to induce positive nitrogen balance and maintain the whole blood vitamin C 
at normal levels. Whole blood vitamin C, plasma nonprotein and total nitrogen and 
twenty-four urine yitamin C and total nitrogen levels were determined preoperatively 
and, at varying intervals, postoperatively. The daily postoperative intake of protein 
and vitamin C in the diet or by supplementary means was also recorded. The opera- 
tive procedure of the 28 patients in this series fell into one of the following categories: 
operations on the chest, gastrectomies, cholecystectomies, bowel resections, appendec- 
tomies, and a miscellaneous group consisting of a Smithwick sympathectomy, radical 
mastectomy, transthoracic vagotomy for ulcerative colitis, and drainage of tubo- 
ovarian abscess. 

In this series (1) a normal preoperative vitamin C level was maintained postopera- 
tively except in those patients who had undergone bowel or gastric operations or in 
whom there was some interference with normal postoperative alimentation; (2) there 
was considerable delay in attaining postoperative nitrogen equilibrium and a posi- 
tive balance, but there was no evidence that this delay affected wound healing to any 
significant degree. 

These studies suggested that the surgical patients whose nutritional status is satis- 
factory at the time of operation and who are able to ingest and assimilate the routine 
hospital diet immediately after operation do not need supplemental protein and vita- 
min C, Patients showing evidence of poor nutrition, however, should receive supple- 
ments of protein and vitamin C preoperatively and. if their alimentation is delayed 
for any reason, they should also receive postoperative supplements of these factors. 
12 references. 6 charts. 1 table.—Author’s abstract. 

very interesting report-—1. R. 


Vortality in Geriatric Surgery. Lovis carp, New York, N. Y. Brit. M. J. 
4690 1198-1201, Nov. 25. 1950, 


With increase in the life-span, the surgeon is playing an increasingly important 
role in geriatrics, in order to save life. add years to life and life to years. and to 
reduce mortality, The Goldwater Memorial Hospital in New York City has patients 
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who are mostly in the older age groups, who are afflicted with chronic and degenera- 
tive disease and who are extreme substandard risks. The major causes of death in 
100 consecutive necropsies on patients over 60 who died within one month after 
operation were bronchopneumonia, heart failure and peritonitis. The major con- 
tributory causes were pyelonephritis and metastatic carcinoma. In patients over the 
age of 60, from 1939 to 1944, the mortality rate in 450 major operations, 13 per cent 
of which were emergency cases, was 23 per cent. During 1945-9 the mortality rate in 
851 major operations has been reduced to 17 per cent, with the emergencies consti- 
luting 24 per cent. There is also a 5 per'cent drop in mortalities from emergency 
surgery when the years 1939-44 are compared with the years 1945-9. Emergency 
surgery produces a mortality rate about two and a quarter times that of elective sur- 
gery. In emergency surgery the risk is increased when patients come to operation too 
late, especially in spreading infections and obstruction in various systems. After 
statistical analysis of various groups of cases, the following impressions were made 
on the author. Early cholecystostomy is the operation of choice for acute cholecystitis 
and/or cholelithiasis. Intestinal obstruction calls for immediate tube decompression, 
for methods to increase blood volume and to restore fluid and electrolyte balance, and 
for quick operative relief within 24 hours. Acute appendicitis is a difficult diagnostic 
problem in old people and its mortality is high, 36 per cent. Surgical therapy under 
local anesthesia is advisable for symptom-producing inguinal and femoral hernia. 
The mortality and morbidity are almost negligible. The use of tourniquets for ampu- 
tations is not approved. The trauma of tourniquet constriction will further damage 
affected blood vessels and contribute to massive thrombosis. Closure of mid-thigh 
amputation stumps in layers is advisable for diabetic or arteriosclerotic gangrene. 
except when ascending infection is present or when the circulation of the amputation 
stump is seriously impaired. Prophylactic care and the maintenance of a positive 
nitrogen balance will minimize the incidence of decubitus ulcers. which may start 
the patient on a serious physical decline. Their operative closure has been unsuccessful. 
Early out-of-bed care and ambulation are advisable. Adequate chemical balance helps 
to maintain comparatively normal homeostasis and physical reserve. An aging heart, 
coronary sclerosis with myocardial fibrosis, and valvular defects do not necessarily 
contraindicate operation, Because 27 per cent of the postoperative deaths were caused 
by heart failure, preoperative digitalization is advisable unless there is a contraindi- 
cation, such as heart block. Improvement in anesthesia is a major factor in the in- 
creasing success achieved by geriatric surgery. A proper psychological approach to 
sick old people, with kindness. understanding, tact, optimism and patience, will inspire 
cooperation and confidence. 18 references. 2 figures. 3 tables. 2 charts.—Author’s 
abstract. 
A good synopsis of the vicissitudes of surgery in the senile—Fd. 


The Present Status of Antibiotic and Chemotherapeutic Agents in Surgery, WILLIAM 
\. ALTEMEIER, Cincinnati. Ohio. Pennsylvania M. J. 53:1257-68, Dec. 1950. 


As a result of numerous advances in the field of antimicrobial therapy. the outlook 
of surgical patients with established infectious lesions or operations performed in 
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contaminated fields is vastly improved. There are still, however. many surgical lesions 
of microbial etiology which are refractive to any known form of chemotherapy. With 
the introduction of the newer agents, chemotherapy has become more complex, and 
results obtained depend largely upon the clinician’s observance of certain factors and 
principles. These factors control the effectiveness of chemotherapy and indicate the 
beneficial uses and limitations of antibacterial agents at the present time. When used 
properly, these antibiotics can profoundly affect the prevention and control of surgical 
infections. When used improperly, their clinical effect may be limited, incomplete. 
or absent. 

The chief considerations are: (1) Early diagnosis before establishment and wide 
diffusion of the infection and (2) accurate and complete diagnosis. including determi- 
nation of the etiologic agent as well as clinical evaluation of the patient’s condition: 
(3) selection of the proper chemotherapeutic agent. based on consideration for the 
group sensitivity of various types of bacteria to individual agents within the various 
bacterial species: (4) adequate dosage for a sufficiently long period of administra- 
tion and (5) prompt surgical intervention when indicated. rather than a complete 
reliance on chemotherapy: (6) understanding of possible untoward reactions from 
each chemotherapeutic agent. (7) supportive treatment of any physiologic alterations 
and (8) the indications for prophylaxis with chemotherapeutic agents. 2 tables. 
Author's abstract. 


A guide in the use of “chemo-biotic” agents from one whose experimental and clin- 
ical experience in this field is widely recognized —Fd. 


TUMORS 

Errors in Diagnosis and Management of Cancer. DANIEL LASZLO, MALCOLM L, COLMER, 
New York. \. Y.. GersHon B. siver. Hartford, Conn. AND SAMUEL STANDARD, 
New York. N.Y. Ann. Int. Med. 33:670-89, Sept. 1950. 


The cancer field, during the last decade. has been characterized by slow and steady 
progress in experimental cancer research, early diagnosis, and surgical attack. This 
paper deals with another aspect of the field of which but little is appreciated in the 
medical profession. The management of advanced cancer patients presents an_ in- 
creasingly pressing problem. By surveying a series of such cases. patients who were 
treated in Montefiore Hospital or referred to it from other institutions. it was noted 
that in several instances errors in the diagnosis and management of such patients had 
occurred, These errors had been carried through for a period of several years at one 
or many institutions and can be best explained on the basis of acceptance of assump- 
tions which led to the diagnosis of incurability, Once such a label is attached to pa- 
tients it is often readily accepted by successive physicians in institutions to which 
patients are referred for further care. In order to illustrate the errors 20 case his- 
tories are cited and supported by illustrations. These case histories are given in detail 
and lend themselves to division into three groups. 


GROUP 1: ADVANCED CARCINOMA WAS DIAGNOSED, NONE WAS PRESENT. 


Case 1: A spinal cord tumor with abdominal symptoms suggestive of obstruction 
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of the large bowel led to a diagnosis of cancer of the recto-sigmoid with 
pelvic metastases, treated by colostomy. 

Case 2: A cervical lymphadenitis in the presence of a breast nodule led to the 
diagnosis of inoperable breast cancer which was treated by radiotherapy 
resulting in severe radionecrosis and metastatic osteomyelitis. 

A pernicious anemia responsive to liver extract therapy was interpreted 
as gastric neoplasm with secondary anemia on the basis of repeated 
gastrointestinal roentgenograms. 

A large tumor completely obstructing the rectosigmoid was labelled can- 
cer and treated with colostomy and radiotherapy. Diverticulitis was 
present. 

Case 5: A pyohydronephrosis was diagnosed as inoperable retroperitoneal tumor. 

Case 6: A bilateral cystopyelonephritis with bladder papilloma was interpreted 
as inoperable papillary adenocarcinoma of the bladder. 

Case 7: Emphysema and bronchitis with intermittent atelectasis and osteoporosis 
was assumed to be bronchogenic carcinoma with skeletal metastases. 

Case 8: A cirrhosis of the liver with pericholecystitis was diagnosed as cancer of 
the gallbladder. 

Case 9: A benign ovarian cyst was diagnosed and treated as peritoneal carcino- 
matosis. 

Case 10: Pseudomyxoma peritonei originating from a mucocele of the appendix 
was labelled pseudomucinous cystadenocarcinoma of the ovary with 
peritoneal implantations. 

: An undiscovered interlobar empyema was diagnosed as cancer of the 
lung. 


GROLP Il: ADVANCED INOPERABLE CANCER WAS DIAGNOSED—-OPERABLE CANCER 
WAS FOUND. 


Case 12: Malignancy of an undescended testicle was diagnosed inoperable retro- 
peritoneal spindle sarcoma, 


Case 13: A primary lung tumor coexisting with a benign rectal polyp and old 
traumatic fracture was labelled carcinoma of the rectum with pulmo- 
nary and osseous metastases. 


Case 14: An operable rectal carcinoma was declared inoperable. 

Case 15: Cancer of the ascending colon without extension had been judged inop- 
erable because of extensive mesenteric invasion. 

Case 16: A localized cancer of the sigmoid had been diagnosed as having per- 
forated and spread to the extent of inoperability. 


GROUP IIL: CANCER VISIBLE BUT UNDIAGNOSED. 


Cases 17-20: Four cases are presented each of which was of long standing (four 
months to eight years). A biopsy would have provided the correct 
diagnosis and therefore the proper treatment. 
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The educational aspects of these cases lie in the case histories themselves. It is the 
authors’ opinion that a reading of the details of the case reports, as the patients were 
sent from hospital to hospital, will indictte the errors and the methods of their detec- 
tion. In reviewing these cases it will become clear that the original error was easily 
made but that the perpetuation of the errors was due to simple acceptance of the 
original data. Such errors can be avoided only by constant vigilance. The study of 
such cases also suggests that re-evaluation of diagnostic and therapeutic procedures 
which originally led to the terminal cancer label may occasionally yield surprising 
and rewarding results. It also suggests that the care of these patients can best be 
handled in institutions equipped for such major medical and surgical problems. 
7 figures. 1 table—Author’s abstract. 


Very good.—D. V. T. 


Therapeutic Uses of Radioactive Isotopes in the Royal Cancer Hospital. ®. 5. WALTON, 
London. England. Brit. J. Radiol. 23:559-66, Sept. 1950. 


Up to January 1950 the main bulk of work in the Royal Cancer Hospital with 
radioactive isotopes has been with Sodium 24, lodine 131 and Phosphorus 32. 

Sodium 24 in aqueous solution was used in a rubber bag to irradiate the bladder 
wall from within in cases of carcinoma of the bladder where the tumor was at the same 
time extensive and superficial. Doses were of the order of 3000 roentgens due to 
gamma rays plus 4000 equivalent roentgens due to beta rays, at the surface of the 
bag. given in 3-4 hours. 

lodine 131 was used only in the treatment of carcinoma thyroid. Previous tests 
having shown that the tumor took up iodine satisfactorily, therapeutic doses of the 
order of 100-200 millicuries were given by mouth. Intervals between doses were long 
enough to allow the tumor to resume taking up iodine. A case is described of car- 
cinoma of the thyroid with involved lymphnodes in the neck and bilateral miliary 
carcinomatosis of the lungs which has responded satisfactorily to treatment by means 
of 131. 

Phosphorus 32 was used as the treatment of choice for polycythemia rubra vera. 
It has also been used experimentally in the treatment of the leukemias, lymphosar- 
coma and disseminated anaplastic carcinoma. A case is described of anaplastic car- 
cinoma of the stomach which. after removal surgically, recurred and developed large 
metastases in the skin. After treatment with P 32 in small doses the skin lesions 
regressed completely in two months. The patient later died after developing symptoms 
of metastases in the brain, but at post mortem examination no living tumor tissue 
could be found anywhere. 8 figures. 


Hemangioendotheliema: Review of Literature with a Report of Two Cases. 0. J. LEGG, 
AND W. M. FITCH, South Hill, Va. South. Surgeon 16:803-811, Aug. 1950. 


Vascular tumors present a wide histogenic range which in order of activity may 
be grouped as follows: a. Typically benign anigioma. b. Multicentric and benign 
angioma. c. The cellular capillary angioma, locally invasive (hemangioma hyper- 
trophicum). d.Plexiform angioma. e. True hemangioendothelioma. 
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An essential feature of the histologic picture of hemangioendothelioma is the an- 
gioblastic tendency as evidenced by vasoformative process of endothelial proliferation 
and formation of new blood vessels as stated by Thomas. 

The tumor may occur at any age and shows no sex predilection. It occurs more 
commonly in the skin, subcutaneous tissues and skin appendages with the other or- 
gans about equally involved. Metastases occur by way of the blood vessels as a rule. 
The pathologic picture varies, but in the main consists of wide sheets of cells with 
large pale oval nuclei, moderate amount of clear staining cytoplasm and well defined 
cell borders with few mitotic figures. The atypical hyperchromatic endothelial cells 
tend to form vascular channels. 

Clinical diagnosis is practically impossible and definite diagnosis rests on micro- 
scopic examination. Skeletal hemangioendothelioma must be considered in the differ- 
ential diagnosis when the lesion appears by roentgenograms to be cystic, trabeculated 
or invading soft parts. Early diagnosis and radical surgical treatment are essential for 
cure. Postoperative irradiation should be carried out in protracted doses to a tumor 
dose of 3,000 r when complete surgical extirpation is in doubt. The tumor is listed 
near the bottom of the radiosensitive group by Desjardins. 

Two cases were reported: 1. Five year old white female whose primary tumor was 
located in the submaxillary region. Following biopsy, medium voltage therapy to a 
total of 2,000 r. was given with initial response. A few months later a radical neck dis- 
section was done following a recurrence of the tumor. A second course of X-ray 
therapy was given to a dose of 3,000 r. Metastatic lesions developed in the dorsal verte- 
brae. The patient survived sixteen months from onsset of symptom. 2. A twenty-six 
year old colored male whose chief complaint was pain and swelling of the right ankle 
following an injury. Roentgenograms showed bone destruction in the region of the 
medial malleolus and periosteal elevation with some evidence of attempted bone re- 
generation. Oseomyelitis was favored over tumor on the initial examination. Following 
biopsy a right mid-thigh amputation was performed followed by radical dissection of 
the inguinal region. X-ray therapy was given to a dose of 1,600 r. Nine months later 
metastatic lesions were noted in both lung fields for which he received more roentgen 
therapy to a tumor dose of 3,000 r. At the time of this report the patient was living, 
but had numerous metastatic lesions in the lungs two years after onset of symptoms. 

futhor’s abstract. 


NEUROSURGERY 


A New Absorbable Hemostatic Bone Wax, JOHN KR. GEARY AND VIRGINIA K, FRANTZ, 
New York, N.Y. /. Preliminary Report. J. Neurosurg. 8:383, Sept.1950. 1/1. Ex- 
perimental and Clinical Studies. Ann, Surg. 132:1128, Dec. 1950. 


Bone wax as a hemostatic agent in neurosurgery was introduced by Victor Horsley 


in 1885, and this material has been used by neurosurgeons without essential modifica- 
tions since that time, With the recent introduction into surgery of absorbable hemo- 
static agents, it became possible for the first time to produce an absorbable material 
for this purpose, This new absorbable bone wax contains oxidized cellulose as the 
active hemostatic agent and a mixture of polyethylene glycols of high molecular 
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weight as the vehicle, and thus combines the tamponade action of ordinary bone wax 
with the known hemostatic properties of oxidized cellulose. In addition it can be 
handled and applied to the bleeding surfaces of bone more easily than ordinary wax. 
When implanted in the subcutaneous tissues of rats, the new material was completely 
absorbed in three hours and proved to be much less irritating to the tissues than sim- 
ilar implants of ordinary bone wax. Histological examination at 7 days revealed only 
small areas of young fibrous tissue where the new wax was used. while the implants of 
ordinary bone wax caused an intense. inflammatory reaction with numerous poly- 
morphonuclear leukocytes in every case and the formation of sterile eysts in a num- 
ber of the animals. In experimental rib fractures in dogs both the new material and 
ordinary bone wax caused some delay in healing. Although the degree of delay ap- 
peared to be about the same with each of the materials. the mechanism probably 
differs. In the case of ordinary bone wax the delay appears to be due to a mechanical 
blockage of the healing process caused by the unabsorbed particles of wax. while in the 
case of the new absorbable wax the delay is probably due to an interference with the 
action of alkaline phosphatase because of the acidic nature of the material and conse- 
quent delay in calcification. It is not felt that this delay is of any practical significance. 
however, since the material wi!l not be used in accidental fractures. where early bone 


repair is the first consideration, nor in weight bearing bones. In any event. the delay 


does not seem to be greater than that caused by ordinary bone wax. The use of new 
absorbable hemostatic bone wax in the first 100 clinical neurosurgical operations at 
the Neurological Institute of New York has been reported. No ill effects or complica- 
tions which could be attributed to the material have been noted. |. 4 references. 1 
table. Il. 18 references. 6 figures. 4 tables.——Authors’ abstract. 
Surgical Treatment™of Arterial Hypertension in 108 Cases. (La thérapeutique chirur- 
guale de Uhypertension artérielle daprés 108 observations), P. WERTHEIMER AND 
J. Lecuire, Lyons, France. J. de méd. de Lyon 31:819-24, Oct. 5. 1950. 


The article reports 108 cases of arterial hypertension treated by surgical methods. 
Adrenalectomy was done in 17 cases, and in all but 1 of these. sympathetic denerva- 
tion was also done on the splanchnics and the upper part of the lumbar chain—either 
unilateral or bilateral, There was only one postoperative death three weeks after 
operation; the remaining 16 patients live for eighteen months to twelve years: 4 
died more than two years after operation, 3 of these from cerebral accidents. Of the 
12 surviving patients, 8 are in good condition, 4 having resumed their normal activi- 
ties: 4 are in only moderately good condition. but showed very definite improvement 
lasting an average of four vears. In the other cases various types of sympathectomy 
have been employed. The sub-diaphragmatic operation was done in 18 patients with 
no postoperative deaths: 4 died shortly after operation from cerebral accidents and 
| have not been followed up. Of the 10 patients followed up, 4 have died and 6 are 
living for five months to two years: 3 are in good condition and carrying on normal 
activities: 2 have restricted their activities somewhat and 1 is in unsatisfactory con- 
dition. Bilateral splanchnicectomy by the posterior mediastinal route (Peet's opera- 
tion) was done in 24 cases, usually in one stage, but in 3 cases. in two stages. There 
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were no postoperative deaths. Two patients could not be followed up; 1 died from 
cancer of the rectum. Of 21 patients followed up from twenty months to over eight 
years, 11 died, in an average time of two years and eight months; in all but 3 of 
these cases, there was definite improvement during an average period of twenty months. 
Three patients are living a normal life. 


Thoracolumbar sympathectomy (Smithwick’s operation) was done in 49 cases, in 
most cases in two stages, making a total of 83 operations. There were 8 deaths in 
this group, 3 of which occurred in the early postoperative period, and 5 later, 1 due 
to stroke and 2 to cardiac failure. Of the 41 surviving patients, 2 have not been traced 
and 7 have been operated too recently to determine the results, Of the 32 patients 
followed up for nine months to over two years, 3 have died, 2 of them from cerebral 
accidents. Of the remaining 29 patients, 20 have noted continuing relief of their sub- 
jective symptoms and 16 of these have returned to full normal activity: 4 carry on 
restricted activities; 2 have only a moderately good result, which in 1 case is due to 
orthostatic hypotension, In 19 patients the average reduction in systolic pressure was 
12 mm. Hg. and in 15 patients the average reduction in diastolic pressure was 
26 mm. He. 

The surgical treatment of hypertension is of definite value in well selected cases. 
It prolongs life in some groups. relieves the subjective symptoms even when the blood 
pressure is not definitely reduced, and has a favorable effect on the eye symptoms in 
some cases, and often on the renal function. 2 figures. 


The etiology of essential hypertension and the rationale for sympathectomy in the 
treatment of this condition will be clarified only through discrete studies of this kind. 

These two studies increase our basic knowledge in this regard and provide one 
further bit of information to indicate that, if the autonomic nervous system is an 
essential part of the chain, the altered physiology lies central to the autonomic effector 
organs..—A. Jr. 


The Comparative Effects of Small Intravenous Doses of L-Nor-Epinephrine upon 
Arterial Pressure and Pulse Rate in Normotensive Subjects and in Hypertensive 
Patients Before and After Thoracolumbar Sympathectomy, W. JUDSON, F. EPSTEIN, 
AND R. W. WILKINS, Boston. Mass. J. Clin. Invest. 29:1414-20, Oct. 1950, 


Single small doses of L-Nor-Epinephrine given intravenously to normotensive 
subjects. and to hypertensive patients before and after splanchnicectomy, produce 
single phase hypertensive responses with proportionate rises in systolic and diastolic 
arterial pressure as recorded by a Sanborn Electromanometer, No significant dif- 


ferences exist in the arterial pressure responses of normotensive subjects and pre- 


operative hypertensive patients. After thoracolumbar sympathectomy. some hyper- 
lensive patients show increased pressor responses to the smaller doses of intravenous 
L.-Nor-Epinephrine. 


The pulse rates of hypertensive patients are significantly different from those of 
the normotensive subjects during pressor responses to L-Nor-Epinephrine. Normo- 
tensive subjects definitely slow their pulse rates. while hypertensive patients before 
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operation fail to do so significantly. After splanchnicectomy hypertensive patients 
do slow their pulse rates normally during hypertensive responses to intravenous 
L-Nor-Epinephrine. 19 references. 4 figures. 2 tables. 


The Comparative Effects of Small Intravenous Doses of Epinephrine Upon Arterial 
Pressure and Pulse Rate in Normotensive Subjects and in Hypertensive Patients 
Before and After Thoracolumbar Sympathectomy, Ww. JUDSON, J, CULBERTSON, 
€. TINSLEY, J. LITTER, AND R. WILKINS, Boston, Mass. J. Clin. Invest. 29:1405-13, 
Oct. 1950. 


Small intravenous doses of epinephrine HCl cause e-phase changes in arterial 
pressure and pulse rate recorded through an intraarterial needle by a Hamilton 
manometer or a Sanborn Electronmanometer. The typical responses consist of a brief 
hypertensive first phase, a transient hypotensive second phase and a sustained hyper- 
tensive third phase. 

No qualitative (or statistically quantitative) differences are found in the arterial 
pressure responses of hypertensive patients (either before or early after thoracolum- 
bar sympathectomy) as compared with normotensive subjects. Certain minor differ- 
ences exist in the, pulse rates. During the hypertensive phases of the responses to 
intravenous epinephrine. the pulse rates of the pre-operative hypertensive patients 
are usually faster than those of the normotensive subjects who definitely slow their 
rates. After thoracolumbar sympathectomy the pulse rates of hypertensive patients 
are slowed normally during hypertensive responses to intravenous epinephrine. 17 
references. & figures. 2 tables. 


HEAD AND NECK See Contents for Related Articles 
PLASTIC SURGERY 


Plastic Surgery of the Nose and Chin. Lester W. EISENSTODT, Newark, N. J. J. Inter- 
nat. Coll. Surgeons, 15:62-75, Jan. 1951. 


Certain phases and changes of technique in the plastic correction of deformities 
of the nose and chin which proved to be of value to the author were described. In 
cases of moderate or severe vasomotor rhinitis where the anterior tips of the inferior 
turbinates were chronically enlarged and obstructive. gratifying results were obtained 
when radical anterior turbinectomies were performed together with a submucous 
resection and rhinoplasty. 

Small pledgets of petrolatum gauze inserted into the nostrils rather than in the 
nasal chambers themselves after submucous resection and rhinoplasty, was found 
to be more efficacious than bulky packing inserted into the nasal chambers. Sub- 
mucous septal hematomas did not develop after several hundred of these cases. 

Almost every nasal deflection, no matter how severe, may be corrected by a routine 
nasal plastic and a thorough submucous resection. 

An adhesive tape dressing applied with pressure over the skin of a remodelled 
nose will diminish postoperative ecchymosis and edema. It will also cause the excess 
skin to shrink down faster and cause the nose to assume its final form more rapidly. 


QUARTERLY REVIEW OF SURGERY march 1951 


20° 
\ \ \ 


The use of preserved cartilage has been condemned by some plastic surgeons on 
the basis of microscopic evidence of absorption of the cartilage. The amount of ab- 
sorption in large pieces of preserved rib cartilage inserted into the chin for micro- 
genia is negligible. Sixty large preserved rib cartilage chin implants were performed, 
and after observation for as long as seven years only negligible changes have been 
noted in the final contour. 

A commercial “double chin strap” will serve as a useful adjunct in maintaining a 
chin implant in place. 6 references. 11 figures.—Author’s abstract. 


Rhinoplastic Approach to the Cleft Lip Problem. saMurL SEGAL JR., Springfield, 
Mass. AND JOSEPH G. GILBERT, New York. J. Internat. Coll. Surgeons /4:613-14, 
Nov. 1950. 


As most adults with cleft lip have a flattened nostril and a depressed nasal tip the 
authors have found it desirable to correct the nasal deformity first and then to attack 
the lip. 

The alae are severed from the alafacial grooves. The transfixion incision in this 
instance is carried downward and laterally on ejther side of the columella onto the 
floor of the nose, to meet the previous alafacial incision. This helps to convert the 
lip into a mobile flap and permits one, with proper suturing, to lengthen the columella 
at its base at the expense of the lip. Thin pieces of cartilage are placed in the flat- 
tened alae and in the columella to give them rigidity, The lip is then attacked, the 
cleft scar being removed and the vermilion border corrected. The ala on the unin- 
volved side may be shortened to equal the length of the opposite ala. Both alae are 
now reattached to the cheek; the columella is reattached to the septum. 3 references. 


THYROID AND PARATHYROID See Contents for Related Articles 
THORACIC SURGERY 


Lobectomy and Pneumonectomy in Pulmonary Tuberculosis (Lobectomies et pneu- 
monectomies dans la tuberculose pulmonaire), JEAN NUBER, Utrecht, Holland. 
Presse méd. 58:1049-52, Oct. 4, 1950. 


Pneumonectomy and lobectomy have been employed in pulmonary tuberculosis 
with increasing frequency in recent years. These operations are indicated in cases 
with cavities that are not obliterated by collapse therapy, in cases of “destroyed 
lung.” in bronchial stenosis and in chronic tuberculous empyema. Up to May 1950. 
71 pulmonary resections have been done in cases of pulmonary tuberculosis at the 
University of Utrecht, 30 of which were pneumonectomies, 39 lobectomies and 2 
segmental resections. Of these, 5 pneumonectomies and 7 lobectomies were done in 
the earlier period before streptomycin was available; in the other cases streptomycin 
was used in pre- and postoperative treatment. In the 5 pneumonectomies done in the 
earlier period, there was 1 postoperative death, and in the 7 lobectomies, 2 postop- 
erative deaths. In the cases in which streptomycin was used there were 2 postoperative 
deaths and 1 death due to a late complication in the 25 cases in which pneumonectomy 
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was done; no deaths in 32 lobectomies and segmental resections. Bronchial fistulas 
developing in the early postoperative period was the cause of the 3 deaths in the cases 
operated before streptomycin was employed; bronchial fistula developed sometime 
later in 2 other cases in this group with 1 complete recovery, and 1 with persistent 
fistula. There was no immediate postoperative bronchial fistula in the causes treated 
wit streptomycin, but 3 patients in this group developed bronchial fistula at a later 
date, and this was the cause of death in one instance; the other 2 patients recovered. 

A follow-up study has been made of 42 of the 49 patients operated on up to Jan. 
1. 1950. In 20 of these cases operated on because of tuberculous cavities, 19 now 
have negative sputum (negative on culture), and 1 a positive sputum. The latter 
patient was operated on before streptomycin was employed, and has since had a 
thoracoplasty because of bronchial fistula; he remains in a sanatorium, but is in 
good condition, Of 6 patients operated on for “destroyed lung.” 4 patients for bron- 
chial stenosis, and 6 patients for tuberculoma, all show negative sputum (on culture). 
Of 5 patients in whom operation was done for tuberculous bronchiectasis. 4 patients 
show negative sputum: in | the sputum is still positive on culture, but he is in good 
condition and complete cure is to be expected under adequate treatment. 

While pulmonary resection gives excellent results in the treatment of pulmonary 
tuberculosis, it requires surgeons of skill and experience, and is not a method that 
can be employed in every sanatorium; specially equipped centers should be installed 
where such operations can be safely and adequately done. 4 tables. 4 figures. 


Carcinoma of the Upper Thoracic and Cervical Portions of the Esophagus Treated 
by One-Stage Esophagectomy and Cervical Esophagogastrostomy: Report of two 
cases. VERNON J. MAINO AND WILLIAM D. SEYBOLD, Rochester. Minn. 25:505-13. 


Aug, 30. 1950. 


Because carcinomas of the cervical and upper thoracic portion of the esophagus 


frequently involve adjacent structures by direct extension and metastasize early to 
the regional nodes, the preoperative examination should include careful evaluation 
of the cervical neck nodes, visualization of the vocal cords, roentgenographic exami- 


nation of the chest. and bronchoscopy to determine tracheal infiltration. 

The operative procedure may be initiated by either cervical or thoracic explora- 
tion. If the lesion extends into the superior thoracic inlet, its extent in the neck should 
be determined first. The cervical incision is made along the anterior border of the 
sternocleidomastoid muscle and dissection is carried between the thyroid gland medi- 
ally and the carotid sheath laterally to expose the esophagus. The operability of the 
tumor can then be determined. If operable. the cervical wound is closed temporarily 
and the thoracic portion of the operation is begun. 

\ posterolateral approach to the chest is made, and the mobilization of the stomach 
and lower portion of the esophagus is accomplished through the bed of the 8th rib. 
and that of the upper part of the esophagus. through the bed of the 4th rib. The 
intra-abdominal portion of the operation is made easier if the phrenic nerve is crushed. 
The entire stomach is mobilized to deliver the fundus into the neck by division of the 


left gastric arterv near its origin from the celiac axis. As the greater curvature is 
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mobilized, the right gastric artery is carefully preserved. The entire organ except for 
the distal one to two inches can be delivered into the thorax to occupy a position 
behind the hilum of the lung and the aortic arch, A few interrupted sutures are used 
to repair the defect in the diaphragm and approximate the serosa of the stomach to 
the margins of the new hiatus. Support of the stomach is gained by attaching the 
posterior surface of the stomach to the pleura of the chest wall. The esophagus, pre- 
viously transected at the cardia, is resutured to the most superior portion of the 
stomach to facilitate later delivery into the neck. The lung is re-expanded and the 
chest cavity is closed, by the closed catheter method. 

The cervical incision is reopened and the thoracic portion of the esophagus and 
the fundus of the stomach delivered into the neck by gentle traction. A two-centimeter 
oval piece is removed from the fundus of the stomach and an end-to-side esophago- 
gastrostomy is then accomplished with interrupted silk sutures. Tension on the suture 
line can be avoided by attaching the stomach to the pre-vertebral fascia, The pleural 
cavity is sealed off in the line of anastomosis by attaching the serosa of the stomach 
to the pleura at the apex of the thorax cavity and in addition by placing a gauze 
pack in the cervical incision which is to be renfoved in the post-operative period. 

Report concerned two patients with carcinoma of the upper thoracic and cervical 
portion of the esophagus and were treated by a one-stage esophagectomy and a cervical 
esophagogastrostomy. Both patients were males, ages 57 and 61 years respectively. 


In the 2nd patient, a pharyngogastrostomy was done: whereas in the Ist patient. 


approximately one to two centimeters of esophagus remained to establish the esoph-- 
agogastrostomy. and this patient has survived eleven months and is in good health. 
The second patient died of an extensive metastasis: however. at post-mortem exami- 
nation, the pharyngoesophageal anastomosis was patent and without ulceration. 

Problems such as frank gastric retention have not been clinically evident and other 
alterations due to necessary section of both vagi have not been distressing. Regurgita- 
tion has not been a problem. Because of the nature of esophageal carcinoma and the 
relations of the esophagus to vital structures in the neck and chest. no surgical pro- 
cedure is likely to permit complete eradication of the cancer in a large proportion 
of these patients. 17 references. 3 figures. Author's abstract. 


Perforation of the Esophagus, WiL11AM Db, SEYBOLD, MARCELLUS A, JOHNSON, AND 
WILLIAM Vv. LEARY. Rochester. Minn. Surg. Clin. North America 30:1155-83, Aug. 
1950. 


Fifty cases of perforation of the esophagus treated at the Clinic during the period 
1907 through June 1949. were analyzed from the standpoint of etiology, pathology, 
diagnosis. and treatment. The incidence of this lesion has increased substantially in 
the past decade and this increase can be correlated with the increased use of instru- 
ments in the diagnosis of diseases of the esophagus and stomach, The esophagoscope, 
the dilating bougie and swallowed foreign bodies are the most common causes of 
esophageal perforation. 

The esophagoscope and swallowed foreign bodies most commonly produce perfora- 
tion at the pharyngo-esophageal level. On the other hand. those perforations due to 
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the dilating bougie almost always occur a short distance above the diaphragm. 

In general terms, perforations occur at the sites of normal and pathologic narrow- 
ing of the esophagus. It seems probable that three mechanisms of perforation exist: 
simple rupture of all the layers of the wall of the pharynx or esophagus, laceration 
of only the mucosa followed by intramural suppuration which subsequently reaches 
periesophageal tissues, and pressure necrosis produced by a retained and impacted 
foreign body. 

At the pharyngo-esophageal level the posterior wall is peculiarly vulnerable, but 
perforation may occur anteriorly or through a pyriform fossa. 

The location and extent of infection secondary to perforation is determined by the 
relation of the pharynx and esophagus to the fascial planes of the neck and by the 
relation of the esophagus to the pleura and pericardium in the inferior mediastinum. 

Most infections which result from perforations of the esophagus enter the retro- 
visceral space which, lying immediately behind the pharynx and esophagus, extends 
from the base of the skull to the diaphragm. Some infections, however, particularly 
those which follow perforation of the anterolateral wall of the upper portion of the 
esophagus or of the pyriform fossa, involve the pretracheal space. In the pretracheal 
space, infection can also descend into the thorax. 

Because of the intimate relation of the pleural sac, particularly the left one with 
the lower part of the thoracic portion of the esophagus, direct pleural entry and 
empyema are very common in perforations of the esophagus just above the diaphragm. 

The diagnosis of perforation of the esophagus is based on a history of pain in the 
neck or thorax and) dysphagia following esophageal instrumentation or the swallow- 
ing of a foreign body; on the signs of fever, tenderness in the neck, crepitation in the 
neck, or signs of air or fluid in a pleural cavity; on the presence of leukocytosis; 
and on the roentgenographic signs of widening of the superior mediastinum, emphy- 
sema in the neck or mediastinum, anterior displacement of the trachea in the neck. 
and the presence of fluid or gas or both in one or both pleural spaces. All or any 
combination of these signs may be present. 


Esophagoscopic examination and roentgenoscopic examination using an opaque 
medium are unnecessary for accurate diagnosis and proper treatment. 


Perforation of the esophagus, like perforation of ary hollow viscus. calls for prompt 
surgical intervention. 

The principle of early surgical intervention is equally as applicable to the treat- 
ment of perforations of the esophagus as it is to perforation in any other hollow 
viscus. General recognition of the eflieacy of cervical mediastinotomy for the drainage 
of infection in perforations of the pharynx and esophagus in the neck has been due 
to the work of von Hacker, Marschik, Lerche. Furstenberg, Neuhof and Jemerin. 
Nasiloff and Lilienthal were primarily responsible for the modern approach to the 
posterior mediastinum in the lower portion of the thorax, and it was Gaudiani who 
first pointed out that such an approach as had been described by Nassilow was nec- 
essary only for infections lying inferior to the level of the fourth thoracic vertebra. 

Classic cervical mediastinotomy will not drain all deep cervical infections which 
result from perforation of the esophagus. It is satisfactory only when the infection 
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lies in the retrovisceral space. A brief description was given in a case in which pus 
was found in the pretracheal space. Clinical and experimental observations which 
suggest that the source of this infection was perforation in a pyriform fossa were 
presented, If, in treating a patient with a perforation of the esophagus in the neck, 
the surgeon fails to discover pus in the retrovisceral space, he should seek it in the 
pretracheal space. Preliminary examination of the hypo-pharynx of such a patient 
with a mirror or laryngoscope may yield valuable information. 

Perforation of the lower portion of the esophagus may be followed by suppurative 
mediastinitis alone, empyema alone, or the simultaneous existence of mediastinitis 
and empyema. These lesions singly and in combination demand prompt surgical 
drainage. Basic principles of successful treatment are adequate drainage and prompt 
and complete reexpansion of the lung. This can be accomplished by extrapleural 
drainage of the posterior inferior mediastinum, closed drainage of the pleural space. 
or a combination of the two procedures. 

The surgical procedure must be adapted to the nature of the lesion or lesions which 
result from perforation. 

The place of endoscopic drainage is limited to those cases in which an abscess 
drains promptly into the lumen of the esophagus when a foreign body is removed 
with the aid of an esophagoscope. 

Esophagocutaneous fistulas are uncommon, and gastrostomy or jejunostomy for 
purposes of feeding are not often needed. 

Neither advanced age nor the delay of a day or two in the institution of surgical 
drainage had a measurably adverse effect on hospital mortality in our group of cases. 

Correlation of the factors of the nature of the pathologic process, adequate surgical 
drainage and the intramuscular administration of penicillin with hospital mortality 
rates seemed definite. For the whole group of patients treated surgically, the outlook 
for those who had an associated empyema was poorer than for those who did not: 
the outlook for those who were treated surgically was much better than for those who 
were not: and this outlook was improved still further by the intramuscular adminis- 
tration of penicillin in the usual therapeutic doses, 30 references. 13 figures. 2 tables. 
Author's abstract. 


The Surgical Treatment oj Mitral Stenosis. GoRDON MURRAY, Toronto, Ont.. Canada. 
Canad. M. A. J. 62:444-47, May 1950. 


There comes a time in mitral stenosis when the response to medical treatment does 
not relieve the patient of symptoms and signs of failure. At this time, in many pa- 
tients, if the mitral valve opening is enlarged, it gives considerable improvement in 
cardiac function with relief of symptoms and signs. Earlier attempts were made to 
enlarge these mitral valves, but the best study was done by Cutler in 1921, He used 
a punch with which he removed a portion of the stenosed mitral valve. The results 
of this were not very satisfactory. The stenosis was moderately relieved but was com- 
plicated by regurgitation, going on to failure in most of his patients. For this reason 
Cutler abandoned this idea and decided that a portion of the valve should not be 
removed. 
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The next effort was made by Smithy who divided the commissures of the stenosed 
valve with moderate improvement in a small group of patients. This was followed 
up by Bailey and Glover who did a larger group of patients with improving results 
and by Halken who, with an approach through the auricle, either divided or stretched 
the valve by digital dilatation. 

My own study in this respect was pu)lished in 1938, following several years’ work. 
In this experimental work, the postero-lateral cusp of the mitral valve in dogs was 
resected, In controls this caused severe regurgitation. giving a fatal result within a 
few hours. If. however. a new valve was inserted to guard this opening, the animal 
survived, providing a satisfactory operation had been carried out. 

The principle of this operation has been carried out in patients with good results 
in many. Special instruments were devised for an approach through the left ventricle. 
Through a cannula inserted into the ventricle, a scissors type of punch was passed 
through and the valve divided satisfactorily. In a few of the patients, who were better 
subjects, a good portion of the valve has been punched out and a new valve placed 
in. This latter is gomposed of a vein turned inside out with a tendon running down 
its lumen. This is suspended between the walls of the left ventricle, so that its central 
portion would be forced as a ball valve into the mitral defect. on systole. It is placed 
in such a way that on diastole. it floats out of the area, so that it will not obstruct 
filling of the ventricle. A small group of patients so treated have had striking improve- 
ment in cardiac function and have changed from severe invalids so that they have 
been able to undertake light work. The longest working time of such a valve in a 
human being is about five years. 

When some day it is possible to obtain a dry heart and an approach can be made 
directly at these structures, better results may be obtained. In the meantime, this offers 
improvements in some patients with severe disability from mitral stenosis. 24 ref- 
erences. 2 figures.—-Author’s abstract. 

4 very ingenious procedure, but one that should not be attempted by the average 
surgeon.—I. A.B. 


Rejerence to Current Article 
{ Wodification of the Jackson Bronchoscope. 4. ALBERT CARABELL. Trenton, New 
Jersey. Diseases of the Chest. 79:107-9, Jan. 1951. 


BREAST 


1 System of Dosage Estimation jor the Tangential Irradiation of the Breast without 
Bolus. &. H. CLARKE. London. Eng. Brit. J. Radiol. 23:593-97, Oct. 1950. 


An investigation has been made into the dosage distribution resulting from the 
irradiation of the breast by two tangential fields not filled with bolus, and graphs 
have been drawn which enable the mean surface dose over the breast or chest wall 
to be predicted with an accuracy of about 3 per cent. The method can be applied to 
all cases. both pre- and post-operative. Details are also given of the possible variation 
of skin dose about this mean value and of the dose distribution to be expected within 
the breast. 


This system of dosage estimation necessitates two measurements of the patient 
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being made. And a simple instrument is described which enables this to be done easily 
and quickly. 5 figures. 2 tables—-Author’s abstract. 


The Incidence of Swollen Arms after Radical Mastectomy and Suggestions for Pre- 


vention. ERNEST M. DALAND, Boston, Mass. N. England J. Med. 242:497-502, March 
30, 1950. 


Various authors state that postoperative edema of the arm occurs in 40 to 70 per 
cent of women even though there is no recurrent cancer. Such postoperative swelling 
occurs often enough to make some women afraid to face radical mastectomy. 

The author has been impressed by the rarity of this complication in his private 
cases and also in the Pondville Hospital Clinic of which he is Chief, Measurements 
have been made on the arms of 90 patients who had been operated on from 2'2 
months to 25 years previously. All of these patients were clinically free of cancer 
at the time of the examination. At the time of operation, 51 patients had shown in- 
volvement of the axillary nodes. 

It is probable that there is a certain variation in the size of the arms in normal 
women, due in part to whether they are left-handed or right-handed. For the purposes 
of this study it was supposed that the arms were of equal circumference before opera- 
tion. The greatest circumference of the upper arm on each side was determined, and 
this reading was not made at a constant distance from the shoulder. Usually, the 
greatest circumference on the operated side was 1 or 2 cm. lower than that on the 
normal side. This seemed to be due to a relaxing of the structures of the upper arm 
from the dissection of the axilla and the removal of the pectoral muscles. We have 
not taken into account the size of the patient or her arms, but obviously, swelling of 
1 em. is of more importance in a thin arm than in a fat one. 

In 5 patients the circumference of the upper arm on the operated side was less 
than that of the normal. Measurements of the forearm showed this to be true in 6 
cases. This could be explained on the basis of atrophy of the arm, but in each case 
the patient had normal function and no evidence of muscle atrophy. It is better ex- 
plained by the normal variation between the two arms and the inaccuracy of the 
measurements, There were 13 patients who showed no difference in the measurements 
of the two arms. Twenty-one had no swelling of the upper arm, and 31 none in the 
forearms. An increase of 0.5 em. in circumference was noted in 15 upper arms and 
13 forearms. This was considered within normal limits, since it represents a change 
in diameter of only 0.15 cm. There were then 4] patients (45 per cent) with no 
swelling of the upper arm and 50 patients (55 per cent) with none of the forearm. 
Anything over 0.5 em. increase in circumference has been considered “swelling.” 
Increases of 1 em. to 2.5 em. have been considered as “slight swelling.” There were 
28 upper arms and 25 forearms. None of these had brawny lymphedema, and most 
of the upper-arm swellings were soft because of relaxation from the axillary dissee- 
tion. All these patients had normal use of their arms. and many were not aware 
that they had any swelling. Slight swelling occurred in 31 per cent of upper arms 
and 27 per cent forearms. 


“Moderate swelling” was the classification when the arms showed an increase of 
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2.5 to 4.5 em. in size. In this group there were 16 upper arms (17 per cent) and 9 
forearms (10 per cent). In only 1 case was there any limitation of motion, and that 
was very slight. In some cases the edema was firm and seemed to be of the lymphatic 
type. Aside from difficulty in obtaining sleeves to fit the enlarged arm, the patients 
had few complaints. “Severe swelling” of the upper arm was present in 5 patients 
(5.5 per cent). and severe swelling of the forearm in 6 (6.6 per cent). Many of these 
had severe disability from the weight of the arm, although all but 2 had normal 
range of motion. The reasons for the swelling in these cases is discussed below: 


ARM MEASUREMENTS (CIRCUMFERENCE) AFTER RADICAL MASTECTOMY 


Upper Arm Forearm 
Measurement No. of cases No. of cases 
No swelling: 
Decrease in size : 6) 
No change from normal arm 21) (45.0% 31} (55.07 
Increase of 0.5 cm. : 13) 
Slight swelling: 
1.0 em. 10 
em. (31.0% 10+ 
2.0 em. 5 
Moderate swelling: 
2.5 em. 
3.0 em. 
3.5 em. 2+ (17.0% © (10.007 
1.0 em. 3! 
| 
Severe swelling: 
6.0 em. 
7.0 em. 
10.0 em. 
11.0 em. 
15.0 em. 


lotals 


The Greenough modification of the Rodman incision was used on all patients in 
the group studied. This consists of a transverse axillary incision, with an arrow-head- 
shaped incision about the breast. A segment of skin between the breast and the axilla 
is removed. The axillary dissection is completed before the breast is removed. When 
the incision is closed there is no scar on the arm. Nonabsorbable ligatures of silk or, 
in later years, cotton, are used. We prefer to drain all the wounds and to have the 
drains in place three to five days. We see no objection to drainage, but it has a dis- 
tinct advantage. We had previously noted severe complications from extensive hema- 
tomas in undrained mastectomy wounds. Pressure to a moderate degree is applied to 
a large dressing. 

Early use of the arm is the rule. It has been our practice for many years to use a 
tight chest binder to hold the dressing in place. A second binder is folded lengthwise 
three times: it is then used as a shoulder strap to hold the first binder firmly in place. 
It is fastened to the back of the binder. laid over the shoulder, fastened to the front 
of the binder and then brought over to make a sling for the upper arm. The lower 


arm is left free. The purpose of the sling on the upper arm is to prevent much adduc- 
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tion but it does support the arm from the bed, and it allows the patient to use the 
forearm without pain. It is not uncommon to see a patient feeding herself with the 

arm of the operated side the day after operation. The restricting sling is removed at 

the time of the first dressing, usually on the third postoperative day, The patient is 

allowed to use the arm at will but is not told to do exercises. We believe it is impor- 
, tant that the patient’s attention should not be drawn too much to the arm or to the 
possibility of getting a stiff arm. By gradually making it possible for her to use it 
and occasionally asking her to show what she can do with it, this aim is accomplished. 
The surgeon should adopt the attitude that he expects the patient to use it as well 
as before. Patients invariably are able to comb their hair within two weeks, and many 
at the end of a week. 

We regard it as a mistake to fasten the whole arm down to the chest and keep it 
there for many days, as advocated by some surgeons. Often the excuse for doing this 
is the fact that the wounds are undrained and excessive fixation is necessary. Such a 
period of disuse encourages stiffness and requires heroic efforts to restore the func- 
tion. In a few cases in which full function has not been obtained it has been due to 
the patient's unwillingness to use her arm early, and sometimes her apprehension 
has been due to the knowledge that another patient never did use her arm again. To 
the argument that early use of the arm increases the flow of lymph our answer is 
that drainage will care for the lymph and that function is all important. 

\-ray therapy was not used routinely postoperatively, but, of 15 patients who 
received it, there was some degree of swelling in nine. Sepsis and hematomas were fol- 
lowed by some degree of swelling. | 


An analysis of 90 cases of cancer of the breast after radical mastectomy convinces 
us that the regimen used in the Pondville Hospital clinic is satisfactory. Sepsis must. 
of course, be avoided. for the results are long lasting. We agree with Guthrie and 
Gagnon that the incision should be kept off the arm, and we prefer the Greenough 
modification of the Rodman incision. a minor change from their technic. One should 
avoid the accumulation of serum in the wound—whether by drainage or not is the 


concern of each surgeon. Serum left in the wound causes fibrosis. There must be a 
good reason for giving x-ray therapy after operation. We have not found that such 
therapy avoids recurrence, and we prefer to save it for the treatment of such recur- 
rences if they occur. If it is given. it must be so administered that there will not be a 
cicatricial band of scar through the axilla, for that will produce a swollen arm. Early 
motion is most essential. If these precautions are carried out there will not be many 
cases in which measurable swelling occurs. 11 references. 7 figures. 2 tables.—Au- 
thor’s abstract. 


A good sensible treatment is here described to minimize swelling of the arm after 
radical mastectomy. There is a hint here that postoperative x-ray therapy will increase 
edema of the arm, with which we agree —T.G. 0. 


Treatment of Far Advanced Carcinoma of the Breast. Present Status oj Testosterone 
Therapy. WALTER G. KING, Ann Arbor. Mich. Arch. Surg. 61:630-53, Oct. 1950, 


Treatment of patients with far-advanced carcinoma of the breast is an unpleasant 
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problem that is frequently presented to both physicians and surgeons. Heretofore, 
patients who have become incapacitated by this disease, and who have had all the 
benefits that surgery and x-ray and castration can offer them, have had no alternative 
but to turn to narcotics. 

With the recent advances in the knowledge of hormone therapy in the past five years 
in particular, we became interested in using testosterone as a palliative form of therapy 
in just that group of patients. Early in 1947 we began treating a few hopeless cases. 
and have finally gathered a group of some 18 patients representing a sampling from 
all age groups from 30-65 and of as many different types of metastases as possible. 
Over a period of 3,000 patient days we have administered nearly 100,000 mg. of 
testosterone propionate. Unhampered by any established therapeutic dose of this drug 
for the purpose for which we were using it, we gave each patient a course of 2.500 
mg. over a period of about 20 days whenever they became incapacitated. The average 
therapeutic dose in our series has run about 250 mg. per patient per week, given 
intramuscularly along the buttocks. From over 600 consultations and 200 blood 
chemistry determinations, as well as numerous pathological studies and 5 autopsies, 
we have arrived at a few simple conclusions. 

lt does not seem possible ahead of time to determine which patient will benefit 
from the therapy, so that any patient seriously distressed by this disease, whom neither 
surgery nor x-ray can help, deserves the benefit of a trial on testosterone therapy. 
Failure of any patient to respond satisfactorily within 30 days from the start of therapy 
seems to indicate that the drug is ineffective in this particular patient. Testosterone 
therapy may bring about many changes in the patient, such as variation in the size 
of metastatic lesions both on physical and x-ray examination and changes in the 
blood chemistry levels of calcium, alkaline phosphatase, and phosphorus. Osteolytic 
lesions in bone may change to osteoblastic and vice versa. 

But in the last analysis, the disease continues to consume the patient, and in some 
cases more rapidly than before therapy. The most striking benefit the patient receives 
may be summarized as a decrease in the amount and severity of pain, an increase 
in activity and strength, a rise in esprit de corps. and an increase in appetite: a side 
action, which in some instances makes life more bearable, is an increase to a rather 
marked degree of libido. Of those who lived over 30 days. results of treatment were 
good in 50 per cent and worthwhile in 75 per cent. Life span on testosterone of those 
who survived over 30 days averaged 250 days. Seventy-nine per cent were either free 
from pain or required no more than aspirin. Ninety-five per cent required no more 
than aspirin or codein and less than five per cent required morphine for pain. These 
patients enjoyed self service for over 65 per cent of the time. except for HK. with 
pathological fracture. who was confined to bed less than 10 per cent of the remainder 


of his life. Esprit was fair or better in 75 per cent and poor in less than 20 per cent. 


except for S.M.. a familial melancholia. Unfavorable side actions are a mild degree 
of hirsutism and mild to moderate deepening of the voice. 

A word of caution is that any patient who receives testosterone therapy should first 
have a chest x-ray to provide a base line for evidence of fluid. Patients who have no 
fluid may develop a rather rapid temporary increase in the amount of this fluid and 
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require thoracentesis as a life-saving measure. In most instances, this increase in fluid 
will disappear shortly after therapy. and offer no further problem until another 
course of therapy is begun. 

In conclusion, it is our opinion that 30-50 per cent of patients who are incapacitated 
by far advanced carcinoma of the breast and who cannot be helped by x-ray therapy 
or surgery will benefit from doses of testosterone therapy that average somewhere 
between 250-300 mg. per week. 17 references. 9 figures. 1 table.—Author’s abstract. 

We have found testosterone to be of value particularly in bony metastasis. (How- 
ever, the phosphorous isotope has been more satisfactory in the vertebral metastasis 
with pain.) We have been giving about 25 mgms. daily. It certainly does improve 
the morale of the patient, the only drawback being hirsuties but this can be taken 
care of by administering progesterone. 

Teropterin has also been of value in maintaining the liver function in hepatic 
metastasis.—J. H. F. 


ABDOMINAL SURGERY 
abdominal wall 


The Effect of Adrenalectomy and of the Adrenocorticotrophic and Growth Hormones 
on the Synthesis of Fatty Acids, ISAAC D, WELT, AND ALFRED WILHELMI, New Haven, 
Conn. Yale J. Biol. & Med. 23:99-111, Nov. 1950. 


The history of the growth of our knowledge concerning the factors which influence 
the conversion of carbohydrate into fat has been reviewed with special emphasis 
upon the contributions made by the use of isotope tracer technics employing deuter- 
ium. The work of Stetten and his collaborators has been critically discussed, particu- 
larly with regard to the mathematical analysis of the data which they employed.* 

The present investigation was undertaken in order to study the effects of several 
endocrine secretions upon the rate of fatty acid formation from carbohydrate, using 
the technic of the deuterium enrichment of the body water, and measuring the degree 
of uptake of the isotope by the fatty acids of the liver and carcass of the albino rat. 
Four groups of adult female rats of the Sprague-Dawley strain were used, twelve 
animals forming a group. All the animals were maintained on a fat-free. high carbo- 
hydrate diet with adequate mineral and vitamin supplementation. Groups of three 
animals were sacrificed on the Ist. 2nd, 4th and 8th days after the administration of 
heavy water and processed by chemical methods herein described. The fatty acids 
of the liver and carcass were isolated separately. weighed and burned in a micro- 
combustion apparatus. The water so obtained was decomposed over hot zinc and the 
hydrogen analyzed in the mass spectrometer for its concentration of deuterium, the 
magnitude of which was used as an indication of the extent of fatty acid synthesis 
from carbohydrate in the various groups and the effects of the several different treat- 
ments upon this process. 

Use was made of the statistical procedure of analysis of variance. All the results 
were analyzed on the basis and duration of treatment. In addition, it was determined 


*See Wood. H. G.. “The Use of Isotopes in the Study of Intermediary Carbohydrate Metabolism.” 
p. 209 in “The Use of Isotopes in Biology and Medicine.” The University of Wisconsin Press, 1948. 
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whether there were statistically significant differences between the various groups. 
The following significant alterations in the rate of fat synthesis from carbohydrate 
were observed: 
Adrenalectomy increased this rate above that in normal rats. 
Administration of purified anterior pituitary growth hormone to normal rats 
decreased this rate in comparison with normal animals. 
Administration of purified anterior pituitary adrenocorticotrophic hormone also 
decreased this rate as compared to untreated rats. 

The effects described above were interpreted in the light of present-day knowledge 
of the parts played by these hormones in the regulation of intermediary metabolism. 
It was stressed that the process of fatty acid formation from carbohydrate is an im- 
portant pathway for the utilization of carbohydrate in the animal body, and that for 
this reason, endocrine influences upon this process must be investigated more thor- 
oughly before a complete understanding of the role of hormones in metabolism could 


be achieved. 26 references. 4 tables.—Author’s abstract. 


Fundamental studies such as this are of extreme value in lighting the way for more 


intelligent pre-operative preparation and post-operative care of the debilitated pa- 


tient.—_J. 


hernia See Contents for Related Articles 
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Subphrenic Abscess. W. M. PALM, Houston. Texas. Texas State J. Med. 46:894-902., 
Dec. 1950. 


Anatomy: A subphrenic abscess occurs in the space bounded below by the transverse 
colon and transverse mesocolon and above by the diaphragm. There are six intra- 
peritoneal spaces, The coronary and falciform ligaments with the ligament of the 
ductus venosus divide the subphrenic space into right and left areas. and the liver 
divides it into suprahepatic and infrahepatic areas. The right suprahepatic area is 
further subdivided by the two leaves of the right lateral ligament into right posterior 
and right anterior suprahepatic areas. The left infrahepatic area is subdivided by the 
stomach and gastrohepatic ligament into anterior and posterior areas, the posterior 
corresponding to the lesser omental cavity. The extraperitoneal area includes the 
space between the two leaves of the right lateral ligament over bare area of the liver 
and the extraperitoneal areas in relation to the anterior and posterior abdominal walls. 

The right posterior suprahepatic space is the most frequently involved in adults: 
the right anterior suprahepatic space is most often involved in children, 

Etiology: Only 30 per cent of the subphrenic infections proceed to suppuration. 

A subphrenic abscess may form from (1) direct extension from the peritoneum or 
contiguous organs, (2) distant extension, (3) rupture of hepatic abscess or thoracic 
empyema, (4) circulatory spread—arterial. venous or lymphatic, and (5) direct im- 
plantation by injury to an anatomically related organ. The appendix is responsible 
in 50 per cent of the cases. the stomach and duodenum in about 30 per cent (espe- 
cially ruptured gastric ulcers). and infections of liver and biliary passages the bulk 
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of the others, A large number of pathological conditions about the body may account 
for the less common causes. The common causative organisms are streptocci, staphylo- 
cocci, colon bacilli, and not infrequently, amoeba. The incidence is 3 times greater in 
men, with the highest age incidence in the 4th decade, but subphrenic abscess may 
occur at any age. 

Diagnosis: The onset may be sudden and abrupt or insidious. Physical findings vary 
considerably with the stage of abscess formation and the location, Once the abscess 
has formed the patient is usually acutely ill. The diagnosis is more difficult in left- 
sided abscesses. 

The importance of the roentgen-ray findings in the early diagnosis cannot be over- 
emphasized. An elevated, fixed diaphragm on the involved side is the earliest and 
almost constant finding. This may be demonstrable on lateral or oblique views when 
not seen on anteroposterior or postero-anterior views, It may be necessary to use over- 
exposure. Early and frequent examinations with 6 foot films should be made, if 
possible with the patient upright, including anteroposterior, postero-anterior, lateral 
and oblique views, and with the patient in Sialbiabiine position after he has been 
given a swallow of barium, This latter method or a film of the patient in the upright 
position after the introducton of a small amount of gas into the stomach will identify 
the upper margin of the stomach. Normally the stomach is in close contact with the 
diaphragm and an increase in the space between them may identify an abscess. Also, at 
times the fluid level and a gas bubble in an abscess may be mistaken for stomach 
contents unless studies to visualize the upper margin of the stomach are done. 

It should be noted that the diaphragm is higher at birth, rising to the 4th interspace, 
as compared to the 5th in 36-year-old men and the 6th in 72-year-old men. 

The next sign after a high fixed diaphragm is a fuzziness of the upper surface of 
the diaphragm on the affected side which results from an adhesive pleuritis. The 
pleuritis produces an early sealing off between the parietal and visceral pleura over- 
lying the diaphragm. Later, there is a slow, gradual accumulation of exudate which 
early partially and later completely obliterates the lung field and which may present 
a well defined horizontal upper margin as time goes on. The amount of exudate invad- 
ing the pleural cavity tends to be small for a long time. Even when the quantity 
becomes great in long-standing cases, the lung base tends to remain attached to the 
diaphragm and an overexposed film may show the dense triangular shadow of an 
attached but collapsed lobe. Pneumonitis may overlie the basal exudate, which in the 
roentgenogram is seen as a secondary faint shadow that seems to follow the general 
course of the bronchi, gradually extending toward the hilus. When a fistula develops, 
rest cavities tend to form more readily than in primary pulmonary disease as a result 
of the noticeable trend for firm pleural adhesions to form; possibly peripheral in- 
vasion of infection into the lungs and atalectasis are contributing factors. Loculations 


between parietal and visceral pleura at times may be mistaken for the upper surface 
of the diaphragm. 


Gas and a fluid level is seen beneath the diaphragm in only about 40 per cent of 
the cases. It should be remembered that gas may be introduced at surgery and be 
visible beneath a partially paralyzed diaphragm. 
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A gastrointestinal series may reveal matted intestines under fluoroscopy, and per- 
haps displacement by a mass. Intravenous urograms may show a ureter pushed over 
by a mass. 

Differential Diagnosis: The usual mistake is to regard the patient as having primary 
lung disease, particularly pneumonia, pleural effusion, empyema, or atalectasis. Causes 
of an elevated diaphragm other than subphrenic abscess are: hepatic abscess, gumma. 
tumors and hydatid cyst of the liver, phrenic paralysis, neuritis, poliomyelitis, tumors 
of the lungs. mediastinitis, tuberculosis. direct and indirect trauma (including surgical 
trauma) and perinephritic abscess. 

Treatment: General supportive treatment and suitable chemotherapy should be 
instituted, Drainage should be established without contamination of uninvolved serous 
cavities, using a subdiaphragmatic approach. 

Mortality: Of the 70 per cent of subphrenic infections which subside spontaneously 
without proceeding to suppuration, the mortality is negligible. Of the remaining 30 per 
cent that do proceed to suppuration, the mortality is more than 90 per cent. The 
mortality after transpleural and transperitoneal drainage is approximately from 35-50 
per cent. If the diagnosis is made without undue delay, and drainage instituted sub- 
diaphragmatically using an extraserous approach, the mortality is less than 10 per 
cent. The importance of an early diagnosis cannot be overemphasized as the average 
delay is four months. 


Pleural effusion and pneumonitis are late manifestations, and the diagnosis should 
not be delayed until they are present. kd. 


Idhesions Resulting from Removal of Serosa from an Area of Bowel; Failure of 
“Oversewing” to lower incidence in the Rat and the Guinea Pig. JOHN THOMAS AND 
J. RHOADS, Phila.. Pa. Arch. Surgery 6] :565-67, Sept. 1950. 


This study was performed to determine in what direction and to what extent the in- 
cidence of adhesions is affected by oversewing areas of bowel denuded of serosa. 
Fifty-five male albino rats and 40 male guinea pigs were used. This allowed a com- 
parison of the results in different species. 

Technic: The cecum in the rat and the terminal portion of the small intestine just 
proximal to the cecum in the guinea pig were selected for the operative procedure 
because of their similarity in size, serosal covering. and vascularity. 

In each animal an area 0.5 cm. wide and 2 cm. long was denuded of serosa by care- 
fully lifting the outermost covering and peeling it off with fine toothless forceps. 
An independent observer then decided if the area was to be oversewn or left bare. In 
17 animals the area was not oversewn and in the other 48 it was oversewn with inter- 
rupted sutures of 0000 black silk placed 0.5 em. apart. 

Results: Fight of the 28 rats and five of the 19 guinea pigs in which the denuded 
area was not oversewn developed adhesions to the bare area. This is an incidence of 
28.5 per cent in the rats and 36.8 per cent in the guinea pigs. Twenty of the 27 rats and 
18 of the 21 guinea pigs in which the denuded area was oversewn developed adhesions. 
an incidence of 74 per cent and 85.7 per cent respectively. 

Summary: These figures show that adhesions occurred in 15 or 31.9 per cent of the 
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47 animals of both species in which the denuded area was not oversewn, whereas, 
38 or 79 per cent of the 48 animals in which the area was oversewn developed ad- 
hesions. 

The fact that the incidence was more than doubled by oversewing seems to cast 
some doubt on the commonly accepted clinical practice of attempting to “reperitoneal- 
ize” superficially denuded areas. However, it should be pointed out that these experi- 
ments were not concerned with injuries involving the deeper parts of the bowel wa!!. 
3 references. 1 table.—Author’s abstract. 

The high incidence of healing without adhesions is impressive. It is believed that 
sizable parietal peritoneal defects frequently behave similarly. Oversewing may have 
netted more trauma than in the control group. There is at present a significant ten- 
dency to meet such clinical problems by use of the “Noble plication” method.—C.J.B. 


stomach and duodenum 


Vagotomy and Duodenal Ulcer. c. Ross, J. GEDDES, P. HAUCH, N. SCRATCH, London, 
Ont. Canad. M. A. J. 63:347-55, Oct. 1950. 


Fifty consecutive patients who have had vagotomy at Westminster D. V. A. Hospital. 
London, Ontario. were critically reviewed and assessed, in order to ascertain whether 
or not the operation of vagotomy should be continued or whether partial gastrectomy 
should be the operation of choice. All patients were recalled and admitted to hospital 
for investigation. This consisted of careful history and physical examination, x-ray 
study, and laboratory tests. 

Twenty-four patients had vagotomy only, 25 had vagotomy plus gastroenterostomy. 
and one had vagotomy plus a partial gastric resection. Results were satisfactory (good 
plus fair) in 78 per cent of the total group. All the results were satisfactory when a 
vagotomy and gastroenterostomy were performed at the same time. There were no 
post-operative deaths in this series. The conclusions were as follows: 


1. Fifty patients have been critically reviewed after vagotomy for duodenal ulcer. 
The follow-up period has been 1 to 3 years. 2. Vagotomy alone has been successful 
in 66.6 per cent of the cases to date. 3. Posterior gastroenterostomy combined with 
vagotomy has been satisfactory in 88 per cent of the subjects to date. This included 
vagotomy for previously performed gastroenterostomy with complications. 4. Ex- 
cluding previously complicated gastroenterostomies, the results following gastroen- 
terostomy plus vagotomy, have been 100 per cent satisfactory to date. 5. These short 
term results are better than we would expect following subtotal resection or gastroen- 
terostomy for the same period of time. There have been no jejunal ulcers. 6. There 
has been a marked drop in postoperative bleeding. -7. There has been no mortality 
in this series. 8. Two failures have been proved to be due to incomplete vagotomies. 
Some of the other poor results may also be due to this cause. 9. These veterans can 
be followed accurately. 10. We are justified in continuing with posterior gastroen- 

_terostomy and vagotomy. 11. The insulin test has not been helpful in prognosticating 
clinical results. There were no satisfactory correlations in such a small group to aid 
in selecting future cases. 12. We do not claim that our series of gastroenterostomy 
plus vagotomy will prove ultimately better than other surgical procedures for intract- 
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able duodenal ulcers. 30 references. 7 tables. Author's abstract. 

The authors have an excellent opportunity to evaluate the effect of vagotomy follow- 
ing unsuccessful gastroenterostomy for duodenal ulcer, Since it is necessary to use 
hoth procedures together, it is difficult to interpret what effect is due to the vagotomy 
and what to the gastroenterostomy. If, however, a vagotomy will invariably cure a 
jejunal ulcer following gastroenterostomy obviously vagus resection will have a dis- 
tinct place in the management of jejunal ulcer. Thus far in my own experience subtotal 


gastrectomy (75 per cent resection) has been more satisfactory in the management of 
complicated duodenal or jejunal ulcer than has vagotomy.—J MW. 


Certain Aspects of Benign and Malignant Gastric Ulcer, WALTER LINCOLN PALMER, 
Chicago. Ill. Bull. New York Acad. Med. 26:527-37. Aug. 1950. 


Evidence is presented that peptic ulceration of the stomach may develop in a normal 
mucosa. in an atrophic mucosa, or in a neoplasm. The morphology of an ulcerating 
carcinoma is frequently determined more by the peptic ulceration than by the neo- 
plasm. These are the lesions in which the question of carcinomatous degeneration of a 
pre-existing ulcer is raised, The existence of such a neoplastic transformation has not 
been proved; pathologic and clinical evidence both are inadequate: no one has as 
yet actually witnessed such a process. Peptic ulceration in carcinoma is also respon- 
sible for the difficulty in differential diagnosis. The most important feature in the 
clinical differentiation is the demonstration, roentgenologically or gastroscopically. of 
the infiltration of the gastric wall or mucosa so characteristic of tumor or, conversely. 
the demonstration of the complete healing of the ulceration without residual infiltra- 
tion, The practical diagnostic and therapeutic difficulties may be resolved by the im- 
mediate removal of all gastric ulcers—the procedure favored by most surgeons and 
many internists. Those who essay to treat gastric ulcers medically as benign lesions 
must aceept a certain risk, just as the surgeon does in operation. The amount of this 
risk is a matter of opinion rather than fact. Medical treatment is permissible only if 
exhaustive study fails to disclose evidence of neoplasm; it may be continued only if 
the objective methods of x-ray and gastroscopy show healing of the ulcer with no 
infiltration. The treatment of gastric neoplesm is surgical. 26 references. 5 figures. 

Authors abstract. 

dt the present time, the incidence of malignancy in radiologically benign gastric 
ulcer is probably 12 to 14 per cent. Where gastric resection, of the type that should 
be done for carcinoma, can be carried out with a mortality of not more than 3 per 
cent, most such lesions should be so treated-—C.J.B. 


The Large Gastric Ulcer. 4. W. BRANWOOD. Edinburgh. Scotland. Edinburgh M. J. 

97 3234-242, June 1950. 

There were 102 patients with gastric ulcer in a series of 537 cases of peptic ulcer. 
duodenal ulcer comprising the remainder. 

In the gastric ulcer group, 57 patients were found to have large ulcers. i.e. greater 
than 2.5 em. in diameter, These patients had shorter histories than the cases of small 
ulcer. This. however, is not significant. Patients with large ulcers may have other 
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chronic diseases such as tuberculosis, syphilis, valvular disease of the heart or hyper- 
tension, Although these conditions may possibly have played some role in the etiology 
of the ulcer, their presence did not in any way delay healing of the lesion. 

Hypochlorhydria was present in 92.9 per cent of cases of large ulcer. Compared 
with the gastric analysis of patients with small ulcers this hypochlorhydria is statis- 
tically, and should be clinically, significant. 

The size, thus the criterion for small or large gastric ulcers, is usually determined 
by radiological examination. In addition the site and shape of the ulcer, gastric de- 
formity, local tenderness, peristaltic activity, mucosal pattern and evidence of healing 
are all important factors in assessing the benign or malignant nature of the ulcer. 
All the small gastric ulcers showed radiological evidence of their innocent character. 
Twenty-one per cent of the large ulcers had signs suggestive of malignancy. It was 
found at operation, however, that all these ulcers were benign. 

In spite of the established teaching that all gastric ulcers greater than 2.5 cm. in 
diameter are or may become malignant, no instance of carcinomatous ulcer was found 
in this series. ; 

The size of the ulcer does not generally delay healing, unless the ulcer is eroding 
the body of the pancreas. 

None of the patients with small ulcers died. The mortality rate was 12.5 per cent in 
the group with large ulcers. Only five of the deaths, however, in these seven cases 
could be attributed to the ulcer; perforation was responsible in one and massive 
hematemesis in four of the patients. 16 references. 5 tables—Author’s abstract. 

The risk of subtotal gastrectomy for gastric ulcer is considerably lower than the 
incidence of malignancy in gastric ulcers. Even the skilled roentgenologist cannot 
invariably predict the nature of a gastric ulcer so that, in patients of average risk, sub- 
total gastrectomy is the treatment of choice for all gastric ulcers. The benign com- 
plications in the 57 cases cited of large ulcers resulted in five deaths. Not considering 
the chance of malignancy, surgery to obviate these benign fatal complications would 
seem almost invariably warranted —J MW. 


intestines 


Intestinal Obstruction in the Infant and Newborn, JAMES C, OVERALL, AND JAMES A, 
KIRTLEY, JR., Tennessee State M. A., XLIII:397, Nov. 1950. 


During the first month of life, death due to congenital anomalies are second only 
to prematurity. The surgical mortality of intestinal obstruction in the newborn period 
is far higher than in adults and far higher than it should be. Earlier diagnosis. as 
well as better pre- and postoperative care and better surgical technic will help reduce 
this mortality. 


Earlier diagnosis can be accomplished more easily by always being “surgically 
minded” and on the alert for these conditions. Certain cardinal symptoms are: (1) 
Vomiting is present in almost 100 per cent. Its type is dependent on the location of 
the anomaly—if esophageal obstruction, the vomiting will be almost a regurgitation, 
while if a low intestinal, it will be fecal. Presence or absence of bile in vomitus is 
significant. (2) Absent or scanty stools: the test for bile and the Farber test for 
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meconium would be indicated if one’s suspicion is aroused. (3) Loss of weight or 
failure to gain. (4) Abdominal distention: the type or location of the distention 
would be directly related to site of obstruction. (5) Visible and audible peristalsis. 
(6) Fever frequently due to dehydration. (7) Plain x-ray film of abdomen is usually 
sufficient confirmatory evidence. Films with the patient inverted may be of great help. 

Most of the different types of obstruction in the newborn period require early 
diagnosis and surgical relief, and the following are the more common and are dis- 
cussed in some detail in the original paper: (1) Esophageal atresia and tracheo- 
esophageal fistula. (2) Atresia of intestine. (3) A. Stenosis of intestine. B. Hyper- 
trophic pyloric stenosis, C, Enterogenous cyst of duodenum or colon. (4) Diaphrag- 
matic hernia. (5) Meconium ileus. (6) Intussusception. (7) Obstructing mesenteric 
tumors. (8) Functional intestinal obstruction. (9) Malrotation of the colon. (10) 
Imperforate anus. 

Some of the important points in the pre- and postoperative care and technical and 
surgical points are as follows: (1) Constant suction-siphonage drainage must be 
maintained, (2) Haye a canula in a vein before operation. (3) Pre-operative correc- 
tion of fluids and blood chemistry with correction of acidosis and adequate amounts 
of blood during operation. (4) Indicated postoperative fluids and chemotherapy. 
(5) Adequate incision and exploration for multiple points of obstruction. (6) Com- 
plete definitive surgery whenever possible. 

Earlier diagnosis and prompt, complete surgical correction, with good supportive 
therapy. will certainly lower the higher mortality found in intestinal obstruction in 
infants. Complete co-operation of pediatrician and surgeon is very important. 


Vedical and Moderi Surgical Treatment of Chronic Ulcerative Colitis. 0. KAPEL. 

Copenhagen, Denmark. Acta Med. Seandinay. 138 :328-40, 1950, 

In Denmark as well as in the other Scandinavian countries even the most serious 
cases of ulcerative colitis are medically treated, not seldom during decades. To be 
able to get an impression of the effect of this treatment the author has gathered 145 
cases from 5 big medical departments in Copenhagen. All cases were called up for 
examination 2-15 years after hospitalization. The various methods of medical treat- 
ment are mentioned, including modern antibiotics. By all these treatments definite 
but passing improvements were observed in some cases. The improvements as well 
as the almost constant recurrences occur as a rule without any certain apparent rela- 
tion to the treatment in each case. The author points out the importance of getting 
into direct contact with the patients discharged from hospitals. Only through this 
contact has it been possible to get an impression of the real severity of this disease. 

Real cures, i.e. patients free of symptoms more than 5 years, belong to the greatest 
rarities (9 out of 145 cases). There are 48 dead, and 32 constantly heavily incapaci- 
tated. in all 56 per cent of the author's material. None of the patients have been 
through radical operation at the termination of the work but so far three of them 
have later on been taken into modern surgical treatment. A few of the patients (fulmi- 
nant cases) have been operated upon according to old conservative principles (ap- 
pendicostomy, cecostomy. etc.) but with very bad results. Most of them died shortly 
after the operation. 


QUARTERLY REVIEW OF SURGERY march 1951 


38 


The author proposes that every case of ulcerative colitis primarily should be sent 
for examination into a medical department, but that each case after the examination 
should be discussed by the medical man and the surgeon specialized in that field of 
surgery. Furthermore all cases of ulcerative colitis should be called up for procto- 
scopic and x-ray examinations at least once or twice a year. 


Attention is drawn to the risk of carcinoma in ulcerative colitis. In this material 
only two cases were observed with certainty. 


On the basis of his material the author concludes that the medical (and conserva- 
tively surgical) treatment has made no progress during this century, and as a con- 
sequence of this fact the modern treatment of today must be preferred, aiming at 
(1) ileostomy, and in most cases later on; (2) subtotal or total colectomy, in one 
or two stages. In some cases it will be necessary to perform the subtotal colectomy 
with ileostomy in one single stage (vital indication). The author emphasizes the 
change in the care of ileostomy after production of modern ileostomy-bags ( Koenig- 
Rutzen. Torbot Co.) 40 references. 1 figure. 


Surgical Aspects of Meckel’s Diverticulum. Report of 64 Operative and 11 Autopsy 
Cases. F. B. WAGNER, JR., THOMAS A. SHALLOW, AND 8. A. EGER, Philadelphia, Pa. 
Gastroenterology. 16:539-51, Nov. 1950. 


The grave complications frequently associated with Meckel’s diverticulum trans- 
form its role from a mere surgical curiosity to one of importance in acute abdominal 
emergencies and elective laparotomies, This report of 75 cases illustrates the varying 
clinical manifestations, difficulties in diagnosis and problems in treatment. 


Other congenital abnormalities were present in 25 per cent of the cases. Sex inci- 
dence favored males 1.7:1, with average age at discovery 25 years. The diverticulum 
usually arose from the antimesenteric side of ileum, about 80 cm. from the ileocecal 
valve. The average length was 2 to 8 em., with diameter slightly less than ileum. 
There was unusual mucosal lining in 9 cases: gastric. duodenal, colonic, or with 
ectopic pancreatic tissue. 


Symptoms occurred chiefly during the first three decades. Rectal bleeding. when 
present, was the best diagnostic clue; other symptoms, except fecal umbilical fistula. 
were non-specific. Complications occurred in 28 per cent, including inflammation 
with and without perforation, intestinal obstruction from bands, intussusception. 
ulceration with massive hemorrhage, umbilical fistula, Littre’s hernia, and lodgement 
of foreign body. Aseptic removal in the oblique axis of ileum was employed. There 
were three operative deaths, each in a complicated case. Incidental removal of an 
uncomplicated diverticulum (41 cases) carried no mortality. Meckel’s diverticulum 
is a potential source of danger to the patient and should be removed whenever possible. 
22 references. 5 figures. 2 tables. 2 charts.—Author’s abstract. 


Not infrequently a normal appendix is removed and an inflamed diverticulum is 


missed.—J. H. F. 
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A New Method for the Early Diagnosis of Acute Appendicitis in the Absence of 
Localization. £. L. KEYES, St. Louis, Mo. Surg. Clin. North America. 30:1447-56, 
Oct. 1950. 


The early diagnosis of acute appendicitis has proved feasible, even in the absence 
of localization, by obtaining the characteristic history, during the first eight hours, 
of (1) midline persistent pain, (2) anorexia and (3) downward urge to defecate. 

By the older method, it was recommended that “in diagnosis most weight should 
be put on the physical examination of the abdomen” and that “next in importance 
comes the history.” The newer method has proposed instead a reversal in emphasis. 
putting more weight relatively upon the history than upon the physical findings. as 
in this patient. 

Characteristic Early History in Nonlocalization. F1RST EIGHT HOURS OF ILLNESS. 
A boy. aged seven years. awakened Monday with a generalized “stomach ache” which 
doubled him over. He ate no breakfast. Feeling a desire to defecate, he sat repeatedly 
on the toilet, but could pass nothing. His mother, thinking him constipated, gave him 
an effectual enema, but pain persisted despite defecation. There was no nausea or 
vomiting. 

SUBSEQUENT CouRSE. All Monday pain persisted, with anorexia and the downward 
urge to defecate, but without nausea or vomiting. There was tenderness in the midline 
when the mother pressed his abdomen. Pain persisted in the midline of the abdomen 
from Monday to Friday, being worse Thursday night and disappearing completely 
Friday. The boy would not eat, although he was apparently well otherwise; so Sun- 
day. the seventh day of illness, a physician was called, who made no diagnosis but 
sent him to the hospital for study. 

Admitted on the medical service. the resident found a child apparently well reading 
the funny papers. There was tenderness with muscle guard just below the umbilicus. 
and a tender mass was felt by rectum. Bowel sounds were hypoactive. Temperature 
99.8 F.. pulse 90, white blood cell count 17.200. 

The resident, familiar with the teachings, made a diagnosis of acute appendicitis. 
Operation showed a gangrenous appendix in the pelvis in an abscess. Appendectomy 
was followed by recovery. 19 references. 1 figure. 2 tables.—Author’s abstract. 

This unusual case of pelvic appendicitis with pelvis with abscess hardly warrants 
the generalization —Ed. 


Dangers of the Tie and Drop Method of Appendectomy. 3. 8. HOOD, Birmingham. 
Ala. J. M. A. Alabama. 20:251-53. Jan. 1951. 


The various technics involved in an appendectomy fall into three major groups: 
(1) the classical method where stump is tied and inverted with purse string. (2) the 
Ochsner method: stump not tied. but inverted with purse string. (3) the tie and 
drop method where stump is just tied. It is the purpose of this paper to point out the 
dangers and complications involved in the use of the tie and drop method. 

Case 1: G. McG.. seen September 28, 1947, had a persistent draining sinus and 
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an old McBurnery scar following appendectomy by tie and drop method. Incision 
had been previously reopened two months after first operation and ten months ago. 
Laporotomy at this time revealed draining sinus which connected to a tubular organ 
and the cecum which contained pus. Pathologic report revealed organ to be an ap- 
pendix, which was removed and inverted. 

Case 2: G. E. had had an appendectomy 28 months before, with an acute abscess 
developing 18 months ago. Acute peritonitis occurred September 24, 1947, Explora- 
tion revealed ruptured abscess with inflammatory mab of intestinal tissue, which 
was the stump of the appendix. The area was resected and was followed by an un- 
eventful recovery. 

These two cases are exceptional, but represent dangers of the tie and drop method. 
Mechanism is either: 1. A portion of the stump is left in with subsequent suppura- 
tion. 2. Diverticulum formed at weakened site with subsequent suppuration,. 

In 101 cases in the author's experience, the base of appendix erring on the cecal 
side was clamped, the appendix removed, and the stump not tied but inverted and 
reinforced. Of these 101 cases, 33 were either gangrenous or ruptured; 4 cases devel- 
oped abscesses in spite of antibiotic therapy. Nb fecal fistulas resulted. Hence, it is 
felt that all cases can be inverted, in order to prevent above mentioned complications. 
6 references.—Author’s abstract. 

This deserves attention and should stimulate the reporting of other cases where a 
complication has followed the “tie and drop” method of handling the appendiceal 
stump (which ignores the fundamental principles of providing safeguards in sur- 


gery.J—Ed. 


If one does “tie and drop.” he should definitely not tie distally to an area crushed 
by a clamp. In these cases there is no way of knowing whether this was done—H.N.H. 


liver and biliary tract 


Studies in Acute Cholecystitis. 111, The Pathological Process in Relation to the Clin- 
ical Management of the Disease; the Fallacy of the “Critical Period.” ¥. Ross. 


J. BOGGS, AND J. E. DUNPHY, Boston, Mass. Surg.. Gynec. & Obst. 97 :271-76, Sept. 
1950. 


One hundred fifty-three consecutive cases of acute cholecystitis treated at the Peter 
Bent Brigham Hospital were studied and the pathological material reviewed. There 
were two deaths in 154 patients surgically treated, a mortality rate of only 1.5 per 
cent. There were also two deaths in a group of 19 unoperated patients in whom the 
diagnosis was not established until autopsy: both resulted from perforation of the 
gall bladders and generalized peritonitis. and both would have had a fighting chance 
for survival had the diagnosis been made and simple cholecystostomy carried out 
soon after admission. All four of the fatal cases arrived between 5 and 10 days after 
the onset of the acute symptoms. This confirms the general feeling that the period 
between 5 and 10 or 12 days is the most lethal period in acute cholecystitis but cer- 
tainly does not constitute any argument for withholding surgery during this arbitrary 
period of time. 


Pathological studies on the specimens failed to reveal any correlation of the time 
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elapsed with the clinical course of the patients. There were many specimens removed 
after asymptomatic intervals of as long as 22 months which still showed extensive 
evidence of fibrosis, necrosis, granulation and a rich infiltrate of inflammatory cells. 
This agreed with the notations of the various surgeons involved that most of the 
technically difficult cholecystectomies were those performed as interval procedures 
after all signs of clinical disease had disappeared. One of the arguments of those 
who favor avoiding surgery during the “critical period” of 5-12 days after onset 
is that with further delay the inflammation subsides and the technical difficulties 
decrease. The pathological studies show that the inflammation does not subside, and. 
as shown in Table I, the technical difficulties increase. 


TABLE I 
TECHNICAL DIFFICULTIES IN PRIMARY CHOLECYSTECTOMY 
AS RECORDED IN THE OPERATIVE NOTES 
Duration of disease 
before surgery Routine Difficult % Ditheult 
0-4 days : 30 
5-12 days : 30 


Over 12 days 30 


Total 90 


In 20 cases comprising a group of elderly, poor-risk, complicated patients with 
marked toxicity and rapid progression of symptoms, simple cholecystostomy under 
local anesthesia was carried out. It is believed that this operation was frequently 
life-saving and accounts for the low surgical mortality in the series. Both the surgical 
deaths occurred in this group but it is certain that several others in this group would 
have died had cholecystectomy been carried out under general anesthesia as the pri- 
mary procedure. Twelve of the eighteen survivors in this group had subsequent 
cholecystectomy under more favorable conditions without difficulty. 

Finally, those who underwent delayed surgery averaged 9 days longer in hospital 
stay than those who were operated on from 0-12 days after the onset of symptoms. 

It should be emphasized that there is much to gain from a short period of a few 
to 24 hours devoted to restoration of fluid balance and beginning antibiotic therapy. 
However, once this is accomplished, there is nothing to gain by delaying definitive 
surgery (cholecystectomy, and choledochostomy when indicated) if the patient is 
doing well. The inflammatory process persists for months and sometimes years after 
the clinical symptoms subside; the duration of hospitalization is unnecessarily pro- 
longed, and the technical difficulties of surgery increase. On the other hand. if the 
patient is doing badly, surgery becomes urgent and it is in such cases that simple 
cholecystostomy under local anesthesia may be lifesaving. 

The concept that there is any arbitrary critical period during which surgery for 
acute cholecystitis is to be avoided should be abandoned. 9 references. 3 figures. 
1 table.—-Author’s abstract. 


Studies of Biliary Strictures and Their Surgical Treatment in 184 Patients. WALTMAN 
WALTERS, AND JOHN M. CAMERON, Rochester. Minnesota. Proc. Staff Meet. Mayo 
Clinic, 25:150-56, March 29, 1950. 
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The patients operated on for biliary stricture have been divided into three groups: 
(1) 98 patients on whom operations were performed from 1924 to 1939, (2) 65 pa- 
tients (86 procedures) operated on from 1940 through 1947, and (3) 27 patients 
operated on in 1948. 

Analysis shows a progressive increase of end-to-end anastomoses of the duct (in 
group 1, 11 per cent, in group 2, 18 per cent, and in group 3, 40 per cent), an in- 
crease in use of hepaticoduodenostomy (in group 1, 31.7 per cent, in group 2, 49.2 
per cent, in group 3, 48.1 per cent) and a corresponding decrease in use of chole- 
dochoduodenostomy (in group 1, 34.7 per cent, in group 2, 11.6 per cent, and in 

> group 3, 3.7 per cent), with an over-all increase in cases in which anastomosis of 
one type or another was possible (in group 1, 77 per cent, in group 2, 82 per cent, 
in group 3, 93 per cent). 

Technics have favored reconstruction over prostheses of various materials but our 
experience has shown that eventually all become occluded: hence it seems wise to 
use a type amenable to removal or spontaneous passage. such as the Mayo-Sullivan 
tube, T tube, or McArthur catheter method, Advantages of a T tube include the pos- 
sibility of making cholangiograms, irrigation of the tube, and assurance of adequate 
drainage; disadvantages are the likelihood of deterioration of the tube and cicatriza- 
tion after removal. Any tube should probably remain in place at least three months. 

Hospital mortality has decreased from 10 per cent in group 1 to 3 per cent in 
groups 2 and 3; this decrease is largely due to improvement in postoperative care, 
use of vitamin K, and intravenous therapy. 

Best late results were obtained from choledochoduodenostomy: in group 1, 8° 
per cent and in group 2, 72 per cent of these cases had good results; that is, no fv 
ther evidence of biliary obstruction, Other procedures produced in the neighborhood 
of 50 to 55 per cent “good” results. 


Four patients who had roentgenologic evidence of reflux into the biliary tree were 
asymptomatic. Four patients with high anastomoses and wide stoma were also well. 
Other patients with preservation of sphincter, and thus no regurgitation. had chills 


and fever and at re-operation for cholangitis recurrent stricture has always been 
present. This evidence indicates that obstruction rather than regurgitation is the 
cause of recurrent cholangitis. 


Technic, Indications and Value of Postoperative Cholangiography. N. ¥. HIRKEN, 
A. J. MCALLISTER, B, FRANZ, AND E, CROWDER, Salt Lake City, Utah. Arch. Surg. 
60:1102-1113, June 1950. 


Postoperative cholangiography is the science of visualizing the extrahepatic biliary 
system by contrast roentgenography, following operative procedures on the gall blad- 
der or the bile ducts. It affords an excellent method of studying the functional re- 
covery of the diseased biliary system. 

Postoperative cholangiograms are usually made from the fifth to eighth postop- 
erative day. The patient is placed on an x-ray table in the supine position, so that 
the area from the fourth thoracic to the fourth lumbar vertebra will be included on 
the film. The drainage tubes, which were previously placed in the gall bladder or 
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bile ducts, are thoroughly lavaged with a solution of physiological saline, so as to 
remove all debris and air bubbles. Then 20 ce. of iodopyracet (35 per cent diodrast, 
Winthrop) is injected into the drainage tubes, and a roentgenogram is taken, The 
patient should maintain a period of voluntary apnea, while the film is being taken, 
thereby arresting the motion of the thoracic cage, which greatly minimizes roentgeno- 
logical distortions. 

If the first cholangiogram should demonstrate an obstructive lesion of the common 
duct, then serial roentgenograms are taken every ten minutes until the true nature 
of the obstruction has been determined. For example, a spastic contraction of the 
sphincter of Oddi can completely occlude the ampulla vater, but if a film is taken 
10 minutes later, the spastic contraction will have disappeared, and the diodrast will 
be seen to have escaped into the duodenum. Calculi produce persistent obstructions. 
Thus, these cholangiograms afford a means of differentiating functional from organic 
obstructions. 

Since 1934, we have made routine postoperative cholangiograms on all patients 
having drainage tubes placed in their gall bladder or bile ducts. This report is based 
on a study of 750 such cases. The cholangiograms have been particularly useful in 
telling us when to remove the drainage tubes. If the ductal system is patent, and if 
the diodrast flows freely into the duodenum, then the tubes can be removed with 
impunity. 

Postoperative cholangiograms have been particularly useful in localizing and identi- 
fying the causes of persistent external biliary fistulas. Stones, strictures, neoplasms. 
and obstructive pancreatitis all produce characteristic ductal deformities. 

In a study of 100 patients having stones removed from their common bile duct. 
these cholangiograms found that 12 per cent still harbored “overlooked” stones in 
their ductal systems. Strangely, not one of these cases developed jaundice or a per- 
sistent external biliary fistula. Their wounds all healed by primary intention. 

When treating an obstructive pancreatitis by drainage of the biliary tract, the 
cholangiograms furnish information as to when the inflammatory process has sub- 
sided. The drainage should be continued until the injected diodrast is able to pass 
through the ampullary orifice without any evidence of delay. 

Postoperative cholangiograms are valuable in determining the position and func- 
tional value of drainage tubes. In some instances the drainage catheter had been in- 
advertently threaded into the right hepatic duct, so that the solid wall of the tube 
effectively obstructed the lumen of the left hepatic ducts. In other instances the left 
hepatic ducts were intubated and the right hepatic ducts were obstructed. 

The visualizing cholangiograms are just as informative to the biliary tract surgeon 
as urograms are to the urologist. 


1 valuable diagnostic procedure, simple to perform, which merits wider usage. 


Correct interpretation of the roentgenograms is not always easy, however, even for 
the experienced.—P. B. P. 


Congenital Absence of the Gall Bladder—A Possible Hereditary Defect. 3. L. KoO- 
BACKER, Toledo, Ohio. Ann. Int. Med. 33:1008-12, Oct. 1950. 


In a single family two sisters were found to have proven agenesis of the gall blad- 
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der and five other sisters were investigated by cholecystogram. Of these, three did 
not visualize. Two eighteen year old daughters of two of the designated cases also 
showed nonvisualization. The author points out the importance of considering the 
absence of gall bladder as a possibly hereditary feature and of guarding against the 
diagnostic pitfalls in families in which agenesis of the gall bladder has been discov- 
ered. 7 references. | figure. 1 table. 


The Excretion and Concentration of Aureomycin in the Abnormal Human Biliary 
Tract; Part |1—Gall Bladder. 3. ZASLOW, T. HEWLETT, AND R. LORRY, Philadelphia, 
Pa. Gastroenterology 16:475-83, Oct. 1950. 


Vethod of Study: Each of twenty-five patients scheduled for cholecystectomy was 
given 250 mgm. of aureomycin orally at intervals before operation, The drug was 
given on empty stomachs and no food was eaten after the drug was given. The time 
elapsing between ingestion of the drug and clamping of the cystic duct was noted. 
The level of aureomycin in the bile from each gall bladder was determined. 
Results: The time elapsing between ingestion of aureomycin and cholecystectomy 
varied from two to twelve hours. The concentration of aureomycin in these varied 
from 0 meg./ec. to more than 3.2 mceg./cc. In 14 there was no aureomycin in the bile. 
In all but two of these fourteen the gall bladder was a site of either suppuration. 
subsiding in intervals, or hydrops. In each of these the cystic duct was obstructed by 
a stone, In the two exceptions where there was no obstruction subsequent studies 
showed that no drug was excreted into the biliary tree. 

In the remaining eleven patients aureomycin was found in gall bladder bile. In 

all but one the cystic duct was patent. In this exception aureomycin was recovered. 
in spite of the fact that the gall bladder was obstructed by a stone and contained pus. 
However, the gall bladder had perforated into the liver, and the lumen of the gall 
bladder was communicating with the liver parenchyma. 
Comment: The most important factor concerned with aureomycin reaching the 
gall bladder lumen was the patency of the cystic duct and the ability of the liver to 
excrete the agent. Once the drug reached the gall bladder lumen, it was neither in- 
creased in concentration, nor rapidly absorbed or ejected from the lumen. Acute 
inflammation per se apparently did not alter the mode of entrance of aureomycin 
into the gall bladder. 6 references. 1 table. 

This is an interesting study of the concentration of aureomycin in the biliary tract. 
It is unfortunate that concurrent bacteriological studies were not made with the studies 
of concentration from the standpoint of clearing the biliary tract of associated in- 


fection—A.O.W., 


The Excretion and Concentration of Aureomycin in the Abnormal Human Biliary 
Tract; Part 11—Hepatic Bile. 5. zASLOW, T, HEWLETT, AND R. GOLDSMITH, Phila- 
delphia. Pa. Gastroenterology 16:479-83, Oct. 1950. 


Method of Study: Eight patients who have undergone choledochostomy were selected. 
Between the day of operation and the fourth day after operation each patient was 
given 250 mgm. of aureomycin intravenously. Specimens of bile were collected from 
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the T-tube at intervals of 15-30-60-90-120 minutes. The concentration of aureomycin 
in the bile was determined. In each case it was observed whether jaundice was pres- 
ent, and whether it was increasing or decreasing. In some cases liver function tests 
were done. In those patients where there was impaired excretion of the drug, studies 
were repeated days or weeks later. 

Results and Comments: Four of the eight patients had no jaundice and presumably 
normal livers as determined by function tests. Each of these excreted the drug up to 
a level of at least 40 meg./cc. in at least one of the specimens collected. In a few 
cases a level of 80 was reached. 

The remaining four patients excreted levels of 0 to 4 meg./cc. on initial study. 
Two of these had observed jaundice at the time of operation, and one of them was 
recovering from an attack at the time of operation. In the fourth patient. although no 
jaundice was present, there was definite impairment of the liver function as deter- 
mined by laboratory studies. In three of the patients who had had subsequent excre- 
tion studies done days or weeks later after obstruction was relieved by operation, 
there was an increase of the levels of aureomycin in the bile. In one patient no aureo- 
mycin was excreted a week after operation, although liver function tests were normal 
and no jaundice was present. Levels in the blood serum were not determined since 
this has been reported from other clinics. 

Under ideal conditions of normal liver function and absence of biliary obstruc- 
tion, aureomycin was excreted into the biliary tract in very high concentration. Even 
smal] intravenous doses of aureomycin produced high levels in the bile. In the pres- 
ence of impaired liver function or biliary tract obstruction little if any of the drug 
appears in the bile. Once obstruction has been undergone and liver function has 
improved, we may expect the drug to reach the bile and help the body defenses to 
overcome more rapidly any infection present. 

During active obstruction it may be hoped that the drug will prevent ascending 
infection from affecting areas in the liver still uninvolved. 3 references. 1 table. 


pancreas 


Sudden and Complete Occlusion of the Portal Vein in the Macaca Mulatta Monkey. 
CHARLES G, CHILD, ROGER F, MILNES, GEORGE R, HOLSWADE, AND ARTHUR L. GORE, 
New York, N. Y. Ann. Surg. 132:475-95, Sept. 1950. 


For many years, it has been a surgical axiom that man could not survive sudden 
and complete occlusion of the portal vein. The author's interest in this vessel orig- 
inated in studying the feasibility of resecting the portal vein if invaded by a malignant 
neoplasm. The Macaca Mulatta monkey was elected as the experimental animal of 
choice because it has been thoroughly proven that the cat and the dog die promptly, 
following sudden and complete occlusion of the portal vein. 

The experiments reported in this article concern primarily the demonstration of 
the fact that this monkey will survive indefinitely following sudden ligature and divi- 
sion of the portal vein. A typical experiment consists of ligating and dividing the 
portal vein at one stage. Following occlusion of the vessel, the portal pressure is 
found to rise to the neighborhood of 40 to 60 cm. of saline. Within a week, this falls 
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almost but not quite to the pre-occlusion normal level of 8 to 16 cm. of saline. Within 
several months after operation, the site of occlusion is found completely by-passed. 
The changes in portal hemodynamics have been followed by means of roentgenography 
employing Diodrast as the contrast medium. A total of 25 animals have been sub- 
jected to ligation of the portal vein with six deaths. In most of the animals that sur- 
vived, several liver biopsies have failed to reveal any evidence of morphological 
change. 


In addition to simple ligature and division of the portal vein, two types of experi- 
ments were performed which were directed toward en bloc resection of the pancreatic 
head and portal vein. In the first, this was attempted in one stage and was uniformly 
unsuccessful; ligature of the portal vein produced uncontrollable bleeding in the 
operative bed, and the animals died in shock a few hours after resection. In the sec- 
ond, a two stage procedure was devised; at the first, the portal vein was simply ligated. 
while at the second (performed a week later when the portal pressure had returned to 
normal) the radical resection could be performed successfully, the animals living 
from one hour to sixteen days. Prolonged survivals have not been obtained as yet. 


In addition to the animal experiments, the pértal vessel has been suddenly and 
completely ligated in two humans with inoperable gastric cancer. Both of these sur- 
vived uneventfully, to die several months later of their malignant tumor. 16 refer- 
ences. 18 figures. 3 tables.—Author’s abstract. 


spleen See Contents for Related Articles 
proctology 


Hirschsprung’s Disease Associated with Anal Stenosis and Subhepatic Cecum, G. J. 
HARMSTON, Logan, Utah. Rocky Mt. M. J. 48:29-33, Jan. 1951. 


The author presents an unusual case of congenital megacolon with associated right 


sigmoid loop, subhepatic cecum and severe anal stenosis. 


Since 1900 some six cases of megacolon associated with anal stenosis have been 


reported but no cases have had the. defects in colon rotation as noted in this case. 


After five months of daily graded dilatation of the anal sphincter the 14 months 
old female infant began to have normal bowel function. Prior to this treatment no 


normal bowel activity occurred, and large hard fecal lumps were easily palpable 


through the distended abdomen. Initial x-ray examination revealed a severe grade 


of megacolon with inability to evacuate over 10 per cent of the media. Progressive 


improvement was noted by x-ray until after five months of anal stretching the patient 


could easily expel 95 per cent of the barium and haustral markings became prominent 
in the colon. 


This case emphasizes the importance of rectal or anal obstruction as a cause of 
Hirshsprung’s disease. It supports the growing concept that this condition is due to 
a congenital, mechanical, colonic obstruction rather than a neurogenic defect. If this 
is true, then good results from treatment will depend upon early discovery and re- 
moval of the obstructing segment before a permanently dilated, atonic colon results. 
10 references. 6 figures.—Author’s abstract. 


march 1951 QUARTERLY REVIEW OF SURGERY 


| 
| 

| 
i 
° 47 


GENITOURINARY SURGERY 


Ureteral Implantation: 1, Experiments on the Surgical Principles Involved in an 
Open Submucosal Method of Uretero-Intestinal Anastomosis. FRANK HINMAN, JR., 
AND FRANK HINMAN, San Francisco, Calif. J. Urology 64:457-63, Sept. 1950. 


A method of direct open mucosa-to-mucosa uretero-intestinal anastomosis was 
developed and tried in 22 dogs. 

Experimental results with this method show that operating time is not unduly 
prolonged, that peritoneal contamination is not to be feared, that leakage occurs only 
if reperitonealization is not carried out, and that an adequate stoma is formed which 
results in less immediate pyelonephritis from temporary edematous constriction and 
in little or no late stenosis. 11 references. 8 figures.—Author’s abstract. 


Duplication of the Urethra, Report of Two Cases and Summary of the Literature. 
ROBERT GROSS AND THOMAS MOORE, Boston, Mass. Arch. Surgery 60:749-61, April 
1950. 


Accessory urethras may appear on the ventral surface of the penis, but much more 
commonly they are found on the dorsal aspect of the organ. Observations from 83 
cases are collected and summarized. In about two thirds of them blind pouches are 
present which extend for several centimeters in a direction toward the bladder; in 
rare instances they extend from the bladder outward and end blindly. About one sixth 
of the patients have a short dorsal tract, which communicates through the substance 
of the penis with a!normally placed urethra. In about one quarter of the cases there 
is a complete, accessory urethra, which lies cephalad to the normal urethra and which 
forms a second excretory tract leading out from the bladder to some part of the penis. 

Blind urethral pouches have most commonly been brought to the attention of 
physicians because of a superimposed infection, most often gonorrheal in nature. 
which may be difficult to eradicate because there is no urinary stream to flush out 
the pocket. Chemotherapy has generally been effective in curing such infection, though 
in some instances this has had to be combined with surgical removal of the tract. 

When an accessory urethra consists of a dorsal, epispadias-like groove or when it 
is accompanied by a second rudimentary glans, plastic correction is worth while 
from the cosmetic viewpoint. 


Nineteen cases are summarized in which the accessory urethra has been complete 


and has formed a second passageway from the bladder, Such a malformation is apt 


to be troublesome because of formation of a double urinary stream or because it may 
he accompanied with incontinence whenever the accessory tract lacks a sphincteric 
mechanism at the outlet of the bladder. If such complaints arise, it is possible to 
excise the entire accessory tract. with excellent cosmetic and functional results. 21 ref- 
erences. 5 figures.—Author’s abstract. 


Total Cystectomy for Cancer of the Urinary Bladder. ®. C. GRAVES, W. T. BUDDINGTON 


AND R. S. THOMPSON, Boston, Mass. J. Urol. 63:821-41, May 1950. 


The operation of total cystectomy was first performed by Bardenheuer in 1887, 
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but due to the high mortality associated with the early technic, the problems of ure- 
teral disposition and poor case selection, it was regarded as a dangerous and unsatis- 
factory procedure until about twenty years ago. 

In the author's series, cystectomy was performed for cure and not for palliation. 
Four indications were observed: 1) infiltrating carcinoma except in the case of small 
superficial lesions, 2) multiple tumors, whether benign or malignant, which involved 
large areas of the mucosa, 3) lesions of the trigone encroaching on both ureters, and 
1) carcinoma involving the bladder outlet. 

In addition to the routine investigations carried out in all surgical cases, study of 
candidates for cystectomy included chest films, renal functions tests, intravenous 
pyelograms and retrograde cystograms. The cystoscopic inspection of the bladder 
was made always under spinal anesthesia which permitted careful bimanual palpation 
of the pelvis as well as the visualization of the tumor, and biopsy. The large bowel 
was examined by a barium enema if uretero-intestinal anastomosis was contemplated. 

Total cystectomy was a suprapubic procedure in the hands of these authors, car- 
ried out through a curved transverse incision. A separate perineal incision was rarely 
necessary. In the male the prostate and seminal vesicles were removed with the blad- 
der. In the female the anterior vaginal wall, most or all of the urethra and often the 
uterus and pelvic adnexa were included in the specimen. In addition, in all of the more 
recent cases there were complete dissections of the regional lymph nodes at the time 
of the cystectomy. This gland dissection is facilitated by a one-stage procedure if the 
condition of the patient permits a single operation for the removal of the bladder 
and the transplantation of the ureters. 


Diversion of the urinary stream was generally accomplished by uretero-intestinal 
anastomosis (58 ureters) although nephrostomy and ureterostomy were employed, 
especially in the early cases, many of which were done as multiple stage procedures. 
The majority of recent cases of total cystectomy had the pelvic lymphadenectomy and 
bilateral uretero-sigmoidostomy all performed in one stage, at the time of the removal 
of the bladder. 

Postoperative care stressed the avoidance of abdominal distension, appropriate 
chemotherapy and free uninterrupted drainage of urine from the rectum, 

The complications were those commonly encountered in abdominal operations of 
comparable severity and were no more frequent. Complications specifically related 
to cystectomy were those of faulty urinary drainage and infection. Included in this 
group were acute and chronic pyelonephritis. 3 urinary fistulae, 1 urinary-fecal fistula 
and 2 cases of osteitis pubis. 

The number of total cystectomies in the series was 46; all of these were for car- 
cinoma of the bladder except two. The two exceptions were cancer of the female 
urethra and cancer of the prostate which had spread to the bladder. Over one-third 


of the cases had had previous treatment which had proved inadequate, Based upon 


the predominaling type of tumor, there were three main groups: infiltrating lesions 

22; multiple papillary tumors—15; extensive solitary papillary lesions—9. Thirty- 
six of the series involved the trigone or bladder outlet, and secondary impairment 
of the upper urinary tract was present in twenty-four of these. Histologically, the 
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tumors were divided into the following groups: epidermoid carcinoma—28, 14 of 
which were grade II]: papillary carcinoma—-4:; transitional carcinoma—6:; benign 
papilloma-—2; and one each of adenocarcinoma, carcinoma simplex and carcinoma 
in situ. Three bladders showed no tumor, although two of these presented considerable 
radiation reaction as a result of previous therapy. The grade of tumors and correla- 
tion of longevity with grade corresponded with similar studies of carcinoma in other 
organs. Four postoperative deaths occurred but only one in the last 10 years. Sixteen 
patients died from disease at intervals ranging from 6 months to 5% years. Eight 
patients succumbed without evidence of cancer at periods varying from 3 months to 
7 years and 5 months after operation. Eighteen patients were still living of which six 
had been operated on within a year, and eight patients had survived from 5 years to 
15'% years. 10 references. 9 figures.—-Author’s abstract. 

It is important to know the survival rate in the group (1) with microscopically 
positive lymph nodes; (2) with negative nodes but with infiltration extending hal/j- 
way through the muscularis of the bladder, or more: (3) with only submuscal, or 
superficial muscular infiltration, The grade of malignancy indicates only the poten- 
tiality for rapid spread which at the time of operation may or may not have occurred. 
With this operation the important thing to know is the survival rate in the deeply 
infiltrating group of tumors, which usually have already metastasized. The author 
has not made this point clear —H. J.J. 


Surgery for the Conservation of Renal Parenchyma, &. HESS, R. B. ROTH, A, F. KA- 
MINSKY AND H. V. swick, Erie. Pa. J. of Urology 64:175-87. Aug. 1950. 


Lesions of the kidney which are not infrequently treated by nephrectomy are often 
localized to a definite area within an otherwise normal kidney. Since functioning 
nephron units lost through disease or surgical removal cannot be replaced by the 
generation of new units, and since it is impossible to foresee the fate of the remain- 
ing kidney tissue, the urological surgeon must strive to preserve as much renal paren- 
chyma as is feasible. despite the fact that the average individual is endowed with 
a four-fold overabundance of functioning kidney tissue. Four patients in the present 
series have lived 8 to 10 years on small fractions of one kidney. but this is not to be 
interpreted as an argument for the easy total nephrectomy as against the more diffi- 
cult partial excision or reconstructive type of surgery. 

Partial nephrectomy is the indicated procedure when preoperative studies plus 
evaluation at the operating table suggest that the following criteria are met: 1. The 
disease process is more or less sharply defined to one area of the kidney. 2. The blood 
supply to the remaining part will be adequate. 3. The pyelo-ureteral system will ade- 
quately drain the remaining part. 4. The remaining renal mass will contribute a sig- 
nificant share of total function. 

Conservative surgery is obligatory when dealing with solitary kidneys. or with 
kidneys wherein the mate is to any degree disabled. It is contraindicated when deal- 
ing with malignant lesions or tuberculous infections. It should be strongly considered 
in all other cases. especially when dealing with anomalies. hydronephrosis, and renal 
calculi. 
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In performing partial nephrectomies good exposure of the vascular pedicle will 
sometimes permit ligation of those branches of the renal artery and vein serving 
the portion to be removed, permitting a relatively bloodless procedure. Compression 
of the pedicle with the fingers is preferred to clamps or tourniquets. Hemostasis by 
deep mattress sutures which infarct large areas of remaining parenchyma had best 
be avoided in favor of repair utilizing the capsule, or, in some cases, sutureless repair 
depending on absorbable oxidized cellulose gauze against the bleeding area and as 
a wrapping of the kidney in place of sutures. 

A series of 42 conservative operations with no operative deaths is presented and 
details are given for 6 illustrative cases. 6 figures.—Author’s abstract. 


A Preliminary Report on Abdominal Aortography in Urology. 1. 4. GrirriTHS, Lon- 
don, Eng. Brit. J. Urol. 22:281-303, Dec. 1950. 


Attention is brought to the possibility of abdominal aortography as an adjunct 
to other diagnostic procedures; the report must of necessity be considered prelimi- 
nary, since the series is one of only 25 cases. The mode of investigation has not be- 
come popular, because of the erroneous belief that it is dificult and dangerous and 
the fact that indications for its use are ill-defined. 

The equipment used consists of an 18 S.W.G. needle 15 cm. long, two 20 cc. record 
syringes for saline, one 20 cc. syringe for injection and a two-way tap with tubing. 
The contrast material used in this series is 20 cc. of 70 per cent solution of diodone. 
With the patient under general anaesthesia and lying in a prone position, trial films 
are taken to determine the correct exposure and to verify the surface marking. The 
needle is directed ventrally and medially to aim in the direction of the marker over 
the body of the first lumbar vertebra. In order to give clear definition to the renal 
vessels, it is advised to avoid the coeliac axis as far as possible by entering the aorta 
at the level of the first lumbar vertebra. Gentle suction will demonstrate quite def- 
initely that the needle is within the aortic lumen. As the last 10 cc. of solution are 
going in, exposure of the film at two-second intervals is begun. 

A great advantage of using diodane is that a repeat performance can be given 
immediately. The use of 80 per cent solution of sodium iodide will give greater con- 
trast, but may involve complications. 


It is not advocated that aortography become a routine method of investigation. 
but may be employed as an aid to diagnosis and treatment in the following cases: 
when intravenous and retrograde pyelograms are indefinite; in retroperitoneal tu- 
mors; congenital abnormalities of the kidneys; haematuria of the upper urinary 


tract; unilateral hydronephrosis; peripheral vascular disease; hypertension; and 
aneurysm of the aorta, of the renal or splenic vessels. The dangers associated with 
vascular puncture of a thick-walled vessel such as the aorta are remote. 15 figures. 
6 references, 


Technique for Employing Suction to Hold and Make Traction on the Kidney and 
Other Organs During Operation. T. 3. D. LANE, Dublin. N. Ireland. Brit. J. Urol. 
22:331, Dee. 1950. 


The possibility of designing an apparatus for steadying the kidney during con- 
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servative operations by means of suction traction is being explored. In the instrument 
at present on trial, suction is applied to the capsule of the kidney by means of a 
funnel-shaped light metal applicator shod with rubber. The applicator is provided 
with an on-and-off tap and is carried on a handle of ordinary rubber tubing. It is 
attached to a large vacuum bottle in which the pressure can be reduced by an electric 
suction apparatus, A pressure gauge is included in the circuit and a negative pressure 
of 15 to 20 in. of mercury seems adequate. General and microscopic examination of 
two kidneys removed after the use of the instrument indicates that no permanent ill- 
effects may be expected when it is employed in a conservative operation. 


Results of Treatment of Bladder Papilloma by Diathermy. JouN H. MeBeATH. Glas- 
gow, Scot. Brit. J. Urol. 22:376-380, Dec. 1950. 


This contribution consists of a review of 243 patients. 158 of whom were treated 
by diathermy between 1922 and 1945. The perurethral route was used in all cases of 
solitary papilloma of size less than the terminal phalanx of the thumb and for mul- 
tiple tumors of bedn size up to a total of twelve. The suprapubic route was reserved 
for very large or very numerous tumors and where malignant change was suspected. 
Among 120 tumors which were cystoscopically simple. 69 (57.5 per cent) were five- 
vear survivors. Among the other 38 cases. all classified as malignant, there were 
11(28.9 per cent) five-year survivors. An interesting case is that of a patient whose 
lesion was proved to be a rhabdomyoblastoma and who is still alive 19 years after 
first treatment. Other cases show that with diathermy alone these patients may expect 
many years of normal useful life ahead of them: instance the case of a man who pre- 
sented multiple bladder papillomata at the age of 30 and survived forty-one years. 
This experience indicates that cystodiathermy treatment of simple papilloma gives 
satisfactory results. particularly when it is remembered that this treatment is given 
in the Out-patient Department. usually with no anaesthetic and with minimal upset. 
When this method is used. an intensive follow-up is absolutely essential. 5 tables. 
2 figures. 


The author has not correlated his five-vear survivors in the above with the degree 
of infiltration of the tumors originally present.-H. J. J. 


Immediate Prostatectomy by Millin’s Method jor acute Retention of Urine. B. BRENDAN 
HICKEY, Swansea. England. Brit. J. Urol.. 22:410-413. Dee. 1950. 


The author presents an account of 50 consecutive cases of acute retention of urine 
due to benign prostatic enlargement treated by immediate prostatectomy by Millin’s 
method, The principle adopted was that all patients be submitted if possible to im- 
mediate prostatectomy. only two contraindications being recognized: evidence of 
malignant conditions of the prostate. and accompanying medical conditions. rendering 
any but the most minor surgical procedure unsafe. A raised blood urea is no contra- 
indication to immediate prostatectomy, the highest being 87 mg. per cent in this series. 

The standard technic described by Millin is used with little alteration. Instruments 
used are the right-angled sucker. the Swift-Joly needle holder and Emmett’s trochar 
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pointed needle. The 30 c.c. all-glass syringe is for final bladder lavage. A saline drip 
is set up at the start of the operation and blood must always be available, as a sudden 
blood loss should be avoided at all costs. The anaesthetic used is cyclopropane, ox- 
ygen and curare. A cover of penicillin and sulphamezathine is used in all cases. and 
if there is any evidence of infection at the time of operation, and particularly oedema 
of the peri-prostatic tissues or the vas, streptomycin is added. 

Among the 50 cases submitted to immediate prostatectomy during a period of 15 
months, there was one death. During the same period a total of 109 prostatectomies 
were performed and of these. 15 were carried out after suprapubic cystostomy for 
retention. Of the two-stage cases one died after the supropubic cystostomy and one 
after an endoscopic resection of a carcinomatous prostate. Complications other than 
urinary were present in a high proportion of cases, as can be expected in a group 
largely over 60 and selected chiefly from the working class. 


GYNECOLOGIC SURGERY 


Primary Carcinoma of the Breast and Uterus. y.!4. WALL, Houston, Texas. AND B. S. 
Bayoupb, Galveston, Texas. South. Med. J. 44:22-26. Jan. 1951. 


The association of carcinoma of the breast and uterus simultaneously or concur- 
rently provokes deep speculation as to whether these tumors exist in the same person 
merely by chance or whether some single etiological factor is responsible for both. 
Two patients with adenocarcinoma of the breast and squamous cell carcinoma of the 
cervix and one whose adenocarcinoma of the breast was associated with the adneocar- 
cinoma of the endometrium were reported in this case study. A fourth patient had 
schirrous carcinoma of the right breast in 1935; schirrous carcinoma of the left 
breast in 1943, and a highly anaplastic papillary carcinoma of the endometrium 
in 1949. 

It cannot be proven that there is more than a chance relationship between uterine 
and breast carcinoma from a strictly statistical standpoint. However, there seems to 
be a rather consistent fallacy in many of the large reported series. When cervical and 
endometrial carcinoma are separately studied in their relationship to breast malig- 
nancies, there seems to be more in the etiology of this particular combination of 
tumors than should be attributed to pure chance. There is a suggestive increase in 
the incidence of endometrial cancer where there is associated mammary neoplasm, 
since it has been demonstrated that there are. in patients with breast tumors, an equal 
number of carcinomata of the corpus and cervix in contrast to the usual preponderance 
in favor of the cervix. 

Unopposed hypoestrogenism can produce hyperplasia of the endometrium in which 
endometrial carcinoma is prone to appear. The effect of estrogen administered to post- 


menopausal women in producing cystic cervicitis and extensive squamous metoplasia 
is worthy of note, and particularly when animal experimentation is verified by such 
observations. 


The fundamental conditions for the observation of such sequela as spontaneous 
cancer of the breast in men has been created with the introduction of estrogen therapy 
for the control of cancer of the prostate. During the last few vears there has been a 
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steadily increasing number of reports of the appearance of unilateral or bilateral 
cancer of the breast in male subjects who received large doses of estrogens over many 
months. Hyperplasia of the breasts has developed in male estrogen manufacturers. 
which creates increased liability to subsequent cancerous reactions in these tissues. 

There is a suggestive relationship between the fertility of women in the frequency of 
breast and endometrial neoplasia. The low fertility ratio associated with chronic mas- 
titis and malignancy of the breast has not been completely evaluated. The low fertility 
of these women may be due to lack of ovulation, and. therefore. would be associated 
with the relative preponderance of follicle hormone. 12 references. 4 figures.— Author's 
abstract. 

As the authors themselves point out, “it cannot be proven that there is more than a 
chance relationship between uterine and breast carcinoma from a strictly statistical 
standpoint,” and of course final proof would need to be statistical —AW B. 


VASCULAR SURGERY 


The Treatment of Varicose Veins of the Lower Limb with Particular Reference to the 
Location of the Communicating Veins. ®. B. WRIGHT, Glasgow, Scotland. Glasgow 
M. J. 37:351-59. Oct. 1950. 


The surgical treatment of varicose veins of the lower limb should have two objects, 
the prevention of retrograde venous blood flow in and into the superficial veins, and as 
complete eradication as possible of the network of varicose superficial veins in which 
stasis can occur. Every individual case should be treated on its merits as a problem in 
disordered haemo-dynamics resulting in venous reflux and stasis. As practically all 
the writer's cases are treated as out-patients, injections of sclerosants are used to ob- 
literate the superficial varices in preference to purely surgical measures. 

Venous reflux may be described as being of two types, abdominal reflux and muscle 
reflux. | believe the former is the underlying cause of the vast majority of varicosities 
of the internal saphenous system. It is readily demonstrated by the Trendelenburg 
test which is positive in the great majority of cases, when first seen. Ligation of the 
internal saphenous trunk at its junction with the femoral vein (Homans, 1916) will 
eliminate venous reflux “at this level” and is the first essential of all surgical treat- 
ment in this condition, The considerable fluctuations in pressure transmitted down 
the femoral vein on coughing or straining and on assuming the erect posture may 
overcome the competence of the valves of the femoral and other deep leg veins and also 
of the communicating veins which link them to the superficial saphenous trunks and 
plexus, Retrograde blood flow through these incompetent communicating veins consti- 
tutes muscle reflux. In principle its prevention can be accomplished by severing the 
incompetent communicating veins and this may be attempted in a variety of ways. 

Communicating veins are of two types. direct, which link the deep veins with the 
main superficial veins more or less directly and are usually single and fairly straight 
(Fig. 1), and indirect, which link the superficial and deep systems via the intra- 
muscular veins and which are often multiple and tortuous (Fig. 2). Venographic 


studies illustrate that there is no constant number or situation for either type (Dow. 
1950). 
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The various tourniquet tests (Perthes, 1895: Ochsner & Mahorner, 1936; Slevin, 
1948) are difficult of application owing to certain anatomical and physical features. 
The great majority of incompetent communicating veins are situated below the knee 
(Sherman, 1949): the site incidence in a recent series is shown in Table 1. Further, 
the course of a communicating vein may be long and tortuous (Fig. 3) and tourniquets 
placed well above and below an obvious superficial varix may occlude the communi- 
cating vein as well as the superficial trunk and so vitiate the test. Throughout its length 
the internal saphenous vein is bound closely to the deep fascia in contrast to its 
tributaries which ramify freely in the coarse subcutaneous fat. In the obese or edema- 
tous limb this relationship may make localization of the main internal saphenous 
trunk difficult. It can be located by feeling for a cough impulse with the patient erect 
and its course mapped out by making use of the tapping test of Schwartz. 

The most reliable and accurate method of demonstrating communicating veins is 
by radiography. but the procedure is time-consuming, costly and only of value if 
carried out by an expert as it requires a special technique to be reliable (Dow, 1950). 
A practical method is to use a modification of ,Perthes’ test to determine in which 
segment of the limb grossly incompetent communicating veins are located. 

Before operation, with the patient erect, the course of the main saphenous trunk 
in the segment in which the communicating vein opening is located is marked out by 
a combination of cough-impulse and tap-impulse as outlined above. In many cases 
the hole in the deep fascia through which the communicating vein passes can be 
palpated and accurately marked, At operation, the communicating vein ligation can. 
with advantage. be done before ligation at the sapheno-femoral junction. This obviates 
the risk of sclerosant escaping from the vein into the subcutaneous fat when the 
communicating vein segment is excised. with resultant delay in healing and is 
particularly important when patients are ambulant. 

Certain indirect communicating veins when incompetent may give rise to calf 
varices while there is no demonstrable abdominal reflux. i.e.. the Trendelenburg test is 
negative. Such varices fail to respond to ligation and injection of either internal or 
external saphenous vein or both. Venographic studies show that such communicating 
veins link up the sural muscle veins to a segment of the subcutaneous plexus and not 
directly to the main trunks (Fig. 2). 

Communicating veins are frequently multiple (Fig. 2) and the sector excised will 
then be more than a T-piece. If local “blow-outs” persist after operation they can be 
dealt with surgically or by local injection of small amounts of sclerosant with the 
patient recumbent. 


In competence of the communicating vein near the common ulcer level at the 
junction of the middle and lower thirds of the leg is very common and the defect in 
the deep fascia is frequently easily palpable. At operation access is frequently difficult 
owing to the fibrosis in the subcutaneous tissues in which the main vein is embedded. 
In contrast. beneath the deep fascia, dissection is easy and it is, therefore, a good 
plan to make the initial incision over the subcutaneous surface of the tibia and carry 
it down through the deep fascia and then dissect beneath this layer until the com- 
‘municating vein is displayed, ligated, and divided. 
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If the femoral vein is soft walled and capable of easy muscle massage, it would 
seem reasonable to leave it uninterrupted and rely on elastic support, and to reserve 
femoral vein interruption for these cases when the femoral vein is thhbrosed, tortuous 
or replaced by a varicose plexus after resolution of deep phiebitis, Standardized 
procedures in the treatment of varicose veins are to be condemned as they inevitably 
lead to poor results and the discredit of what may be sound therapy when rationally 
applied, 11 references. 6 figures. 1 table.—Author’s abstract. 

In the U. S. injection therapy is seldom used any more. Radial excision is the 
generally accepted method of choice.—kd. 


ORTHOPEDIC SURGERY 


Technic and Indications jor Radio-carpo-metacarpal Arthrodesis by means of a Grajt 
(Techniques et indications de Uarthrodése radio-carpo-metacarpienne par greffon). 
J. J. HERBERT AND J, PAILLOT, Aix-les-Bains, France. J, de chir. 66:658-63, October 
1950. 


The method of arthrodesis described is not frequently done: it is not indicated 
in tuberculosis, but has been employed in cases of deformity of the wrist-—flexion 
and pronation—following poliomyelitis and encephalopathy. Before operation is 
done, the deformity is reduced by immobilization in a plaster cast for several weeks. 


Kither an autogenous or a homogenous bone graft may be employed; the homogenous 


bone grafts are obtained from a French bone bank, where they are preserved by 
freezing. If an autogenous graft is used it is taken from the radius. In either case 
the graft is of an elongatéd trapezoid shape. 

Four cases are reported in which this method of arthrodesis was employed to 
correct a severe flexion and pronation deformity of the wrist: in two cases the de- 
formity was a sequel of poliomyelitis, and in two of an infantile encephalopathy. 
The correction of the deformity was good in all cases except for a slight inward 
Hexion in one ease, owing to imperfect fixation of the graft on the metacarpus. The 
operation was done chiefly to improve the appearance of the wrist and hand, but the 
functional results were also satisfactory. In two of the cases an autogenous graft 
was used and in two a preserved homogenous graft. In poliomyelitis cases, this method 
of arthrodesis may be combined with tendon transplantation if desired, but this was 
not done in the cases reported. 4 figures. 

irthrodesis of the wrist for correction of deformity and maintenance of satisfactory 
position is a well established procedure. Autogenous bone graft is superior to homo- 
genous bone graft. It should be stressed that the distal radio-ulnar joint is not to be 
disturbed in this procedure, if rotation of the forearm is to be preserved.—H. R. M. 


1 Wethod of Treating Fracture-Dislocations of the Cervical Spine. Employing Sub- 
occipital Skeletal Traction, ROGER ANDERSON AND IVAN LOUGHLEN, Seattle, Washing- 
ton. Western J. of Surg.. Obst. & Gynec. Sept. 1950. 


The author presents a unique form of suboccipital head traction embracing the ad- 
vantages of skeletal traction without the disadvantages of inserting traction devices 
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into the calvarium. Used in conjunction with traction under the zygomatic arch, 
biplane head traction is available, providing direct control of the pull in any direc- 
tion of flexion, straight extension. or hyperextension. Since all traction is subskeletal, 
there is no fear of damaging the meninges or the brain, and the method can be used 
despite the presence of skull fractures or compound wound, The technic is very 
‘ simple and can be done in the ward, under local anesthesia, without moving the pa- 
tient from his bed. 
Under local anesthetic, a large wire or 3/32” pin is inserted under the occiput by 
. finger pressure. attached to the occipital bow, and tightened only enough to con- 
form to the undersurface of the occiput. The strong attachment of the ligamentum 
nuchea to the occiput prevents the wire from slipping in the antero-posterior direc- 
tion. If the head tends to be pulled into too much flexion, a band placed over the fore- 
head and held to the traction bow by buckles or adhesive will maintain position. 
Traction in this form can be safely exerted in any indicated amount. 

To overcome stubborn or excessive head flexion, suboccipital traction is combined 
with subzygomatic traction. Instead of employing fishhooks, as reported by Neubeiser. 
a specially designed zygomatic pin, made to fit under the curve of the zygoma and 
equipped with a flange to prevent overinsertion, is used. The zygomatic and suboc- 
cipital bows are united by means of an adjustable connecting link. This arrangement 
provides a simple, safe way of supplying head traction, and, for the first time, pro- 
vides direct control and a means of converting the pull to any indicated position. 
It is also possible to have the patient ambulatory without changing or interfering 
with ever-constant traction on the head. 6 references. 17 figures. —Author’s abstract. 

The method described would seem to be of greatest value in cervical spine injuries 
complicated by skull fractures or extensive scalp wounds. There is little or no danger 
associated with the use of direct skeletal traction applied through the outer table of 
the skull, The use of suboccipital traction alone makes it difficult or impossible to 
produce a position of hyperextension which is often desired. To combine this with sub- 
zygomatic traction makes it a more complicated procedure and, in the hands of the 
average surgeon, would probably be more difficult to manage.—H. R. M. 


Prophylaxis of Thrombosis with Tromexan in Closed Leg Fractures. (Thrombose- 
prophylaxe mit Tromexan bei geschlossenen Unterschenkelfrakturen). ¥. GLOOR AND 
B. siGG, Davos Hospital, Switzerland. Praxis 39:839-40, Sept. 28, 1950. 


This article reports the use of a dicumarol product Tromexan in the prevention 
of thromboses during the treatment of leg fracture. This product is effective by mouth, 
is easily soluble, and is rapidly eliminated without cumulative effects. To control the 
administration of Tromexan, the prothrombin time is determined daily, always at 
the same time of day for each patient. The anticoagulant is given in sufficient dosage 
to maintain the prothrombin time between 35 and 60 seconds. After this dosage has 
been established for each patient (usually 300 to 600 mg. given in divided doses). 
the prothrombin time may be determined every other day instead of every day. In 52 
cases of leg fracture in which Tromexan was used prophylactically, all the fractures 
were skiing injuries, and the patients were in good health 20 to 50 years of age. In 
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this group no thromboses occurred during the period of treatment in the hospital; 
in two cases in the early part of the series, an embolus developed in one case and 
thrombosis in another after the patient's discharge from the hospital and several 
days after the anticoagulant had been stopped. Since these occurrences, the use of 
Tromexan has been discontinued gradually, not suddenly; in this way further acci- 
dents of this type have been prevented. Two patients had a harmless hematuria during 
treatment, otherwise no ill effects of the drug were noted. In a control group of 51 
cases of leg fractures due to skiing in patients in a similar age group, not given Tro- 
mexan, four cases of thromboambolism occurred. 14 references. 1 table. 

The use of dicumarol as a prophylaxis for thromboses during the treatment of leg 
fractures is not without danger if the prothrombin time is maintained at a level where 
coagulation is appreciably diminished. The results are difficult to evaluate and the 
series reported is too small to be of great significance—H. KR. M. 


TRAUMATIC SURGERY 


Obstetrical Approach to Abdominal War Wounds in Late Pregnancy. BENIAMIN ECKER- 
LING AND R, TOAFF, Jerusalem, Israel. J. Obstet. & Gynec. Brit. Emp. 57:747-49, 
Oct. 1950. 


Five cases of abdominal war wounds in pregnant women from the seventh month 
to term are reported. In 2 cases pregnancy was not interfered with at the emergency 
laparotomy made necessary by the abdominal wound, while in 3 cases a Caesarean 
section was performed because: 1. the wound affected the uterus; 2. the mother was 
dying while the fetus was alive and viable; 3. labour had started. Two of the mothers 
on whom Caesarean section was performed died for causes unrelated to the Caesarean 
section. All fetuses were saved. In the light of this experience it is considered that 
injury to the pregnant uterus and labour are absolute indications for Caesarean sec- 
tion in the interests of the mother. Caesarean section in the interests of the fetus 
should be performed when the abdominal injury is considered fatal. When the above 
conditions do not obtain, a conservative attitude, as far as pregnancy is concerned. 
should be the rule even after the limit of viability for the fetus has been reached, 
since pregnancy does not prevent the correct surgical treatment of abdominal war 


wounds, nor impair the normal healing process. 


Vanagement of Wounds—Open and Gunshot. RUSSELL E. MORGAN, M.D., Bethlehem, 


Pennsylvania. St. Luke’s Hosp. Bull. 5:79-87, Nov. 1950. 


A review of the perennial problem of wound management is presented. 

A wound is defined as a solution of the continuity of the body surface. Contami- 
nated wounds do not admit of standardized treatment in minutia. Therefore, a knowl- 
edge of fundamental physiology and pathology is essential to their proper handling. 
There are processes outlined and discussed. 

Thereafter. the chief factors that promote wound healing are discussed. 

The management of the patient as a whole from the viewpoint of an injured. shocked 
individual together with the toilet of the wound both as a first aid measure and as 
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definitive therapy is then discussed. The latter includes a broad outline of the technic 
of débridement or, more exactly, wound excision. Splinting as an adjunct is included. 

Wound cultures, which will show bacterial floral patterns, are necessary in these 
days of antibiotics. Now that the field of therapy has been widened to include the 
entire spectrum of bacterial offenders, it is more therapeutically specific and econom- 
ical to know the contaminant by name and gram classification. 

Balanced nutrition as a factor in body economy is discussed in relation to wound 
healing. 

The bacteriology of wounds poses the question, “Will chemotherapy replace sur- 
very?” It is answered in two veins, viz: There are some infections which respond to 
chemotherapy per se; others require a nicely balanced program of surgery and chemo- 
therapy. Especially in clostridial infections must astute diagnosis and careful surgery 
be employed. 

Investigation of the sources of contaminating bacteria is made. Early contamination 
is less serious than later; the nose and throat of attendants is a frequent source; de- 
vitalized tissue provides the ideal pabulum and incfibator for any contaminant. 

The question of drainage is considered: the gamut of possibilities includes simple 
wicks to Carrel-Dakin treatment. 

Types of wounds are considered in an effort to outline variations in handling them. 
The differences between face and scalp lacerations versus those on the trunk are out- 
lined: skin grafting as an emergency measure is scrutinized. 

Emergency therapy relative to head wounds is outlined. Therapy of puncture wounds 
and the problem of tetanus prophylaxis in civilian and military personnel is studied. 

General surgical procedures to be considered in thoraco-abdominal injuries are 
outlined, together with problems of anesthesia and surgical exposure. 

Foreign bodies and their fate when removal is impractical is analyzed in the light 
of experimental findings. The loss of peritoneum and body wall or both presents 
problems which can be more satisfactorily handled with the concept of closure without 
regard to absolute layer approximation. 

The newer developments of vascular surgery are discussed. Arteriorrhaphy with 
its role in extremity salvage and sympathectomy with its role in aiding jeopardized 
peripheral vascular circulation are the most recent additions. 

Compound fractures complicating injuries are considered from the viewpoint of 
contamination. 

Secondary closure of wounds offers a means of shortening convalescence when 
long-standing wounds fail to close by second intention healing.—Author’s abstract. 

This is a broad resumé in the abstract. We are glad to see the essayist study the 
patient as a whole, We feel that wound dehiscence is so frequently due to poor nutri- 
tion that the patient must be evaluated from every standpoint.—J.H.F. 


Delayed Suture in the Management of Wounds; Analysis of 721 Traumatic Wounds 
Mlustrating the Influence of Time Interval in Wound Repair. «. Lowry, Troy. Ohio, 
wp G. M. cuRTIS, Columbus, Ohio. Am, J. Surgery. 80:280-87, Sept. 1950. 


The 721 traumatic wounds included in this investigation were those incurred by 
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360 consecutive unselected battle casualties. Thus they were not all simple soft tissue 
wounds but included those complicated by compound fractures, nerve injuries. ampu- 


tations. abdominal and thoracic injuries. 


This analysis revealed that it was not the severity of the wound, its location, or 
the method utilized in closing which determined the success, failure or degree of 
healing of a wound closed by delayed suture. Assuming that the patient's primary 
surgery or debridement had been adequate, it became graphically evident that it was 
the time interval between the initial surgery (debridement) and delayed suture (repar- 
ative surgery) which determined the results and degree of healing. \n fact the time t 
interval frequently dictated the technic or method used in effecting a delayed closure. 


In wounds with a time interval of four to six days the tissues were found soft and 
pliable and could be approximated without tension; no undermining, wound trim- 


or excision was necessary. On the other hand in wounds with a time interval 


ming 


of seven days or longer it was found that the tissues had become fixed with an inver- 


sion of the epidermis. In these it was necessary to freshen or excise the wound edges 


and to undermine in order to accomplish a closure without undue tension. Only 86.7 


per cent healing was obtained in this group as compared to 97.4 per cent in those 


wounds with a shorter time interval. 


This investigation clearly indicated that the optimum time interval for delayed 
suture is four to five days following the initial wound surgery, Ninety-seven per cent 


healing occurred in this time interval as compared to 78 per cent healing in all wounds 


with a time interval in excess of ten days. Seventy-two per cent of those patients with 


wounds closed in six days or less were returned to duty in an average of 27 days 


whereas in those with a time interval of seven days or more only 49 per cent were 


returned to duty in an average of 32 days. 


The application of delayed suture in the management of wounds is now an estab- 


lished surgical procedure which can with advantage be adapted to the treatment of 


traumatic civilian wounds. Certainly those wounds associated with excessive con- 


tamination. marked tissue destruction or a prolonged time lag between injury and 


treatment will be more safely handled by delayed suture. It is our earnest hope that 


this as well as many other dearly acquired surgical principles will not again wither 


to extinction or be relegated to archival oblivion, as occurred following the first 


world war. 36 references. 8 figures. 2 tables.Author’s abstract. 


BOOK REVIEWS 


Your Prostate Gianp. Reed M. Nesbit. M.D. Springfield. Hlinois. Charles C. Thomas. 
1950, 50 pp. $2.50. 


Dr. Nesbit’s letters to his father concerning “Your Prostate Gland” are a delightful 
factual understandable contribution to patient reading material. Certainly they are 


to be recommended to all elderly gentlemen patients as a source of understanding and 


as a means of dispelling fear. It is a must for most doctors’ waiting room libraries. 
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Post-Grapuate Lectures ON ORTHOPEDIC DiaGNosis aNp LNpicaTions, Arthur 
Steindler, M.D. Springfield. Hlinois, Charles C. Thomas, 1950. 278 pp. $7.50. 
This is the first volume of a prospective four-volume set of lectures on orthopedic 

surgery intended to cover diagnosis and indications together with an application of 
the fundamental sciences to clinical problems. The present volume is divided into 
two sections. The first deals with basic orientation in the field of orthopedics including 
a discussion of the measurement of joint motion, contraction and contractures, pain 
and pain patterns, and gait. The second section takes up congenital deformities and 
disabilities including a discussion of the theories of pathogenesis, disturbances of 
bone growth, deformities of the spine and thorax, congenital talipes, defects and mal- 
formations of the long bones of the lower extremities, congenital dislocation of the 
hip. and malformations of the upper extremity. The text comprises 278 pages and 
there are 228 figures. 

As one of the leading educators in the field of orthopedic surgery, Dr. Steindler has 
drawn upon some thirty years’ experience and needless to say, he has presented a 
thought-provoking book. The student of orthopedic, surgery, young or old, is bound 
to be stimulated by the many ideas presented as well as by the excellent manner in 
which basic fundamentals are applied to clinical problems. However, the student 
will find that the brief list of references at the end of each chapter does not represent 
a complete bibliography. No mention is made of Cave and Roberts’ paper on Meas- 
urement of Joint Motion, of Inman’s classical studies on shoulder motion, of Blix’ 
useful law relating isometric to isotonic contraction, or of Streeter’s dysplasia. How- 
ever. in spite of minor omissions, Dr, Steindler has succeeded admirably in his pur- 
pose and has written a volume no student of orthopedic surgery will want to miss. 
This reviewer for one looks forward with interest to the ensuing volumes. 


NEWER Concepts OF INFLAMMATION. Valy Menkin, M.A., M.D. Springfield, Illinois. 

Charles C, Thomas. November 5, 1950, 152 pp. $3.50. 

This monograph brings up-to-date Dr. Menkin’s work and a report of his research 
concerning newer concepts of inflammation. The book is 152 pages long with an ade- 
quate subject and author index and with bibliographical sections at the end of each 
chapter. There are 67 illustrations which are well selected. The bibliography is dis- 
tinetly up-to-date and there are several schematic outlines concerning the subject 
under discussion. 

This book will be of particular interest to those who are interested in the subjects 
of shock. inflammation, burns, and infections. However, it should prove of interest 
to all surgeons and, in fact, to all of those who wish to understand the underlying 
mechanisms of disease and injury. For an up-to-date exposition of the toxic factors 
in inflammation, this book is to be highly recommended. 


SPLENECTOMY (INDICATIONS FOR AND Resutts or). Frederick A. Coller, M.D.. 
Alexander Blain, III], M.D.. Gould Andrews, M.D. Springfield, Illinois. Charles C. 
Thomas. December 22. 1950. 100 pp. $2.25. 


This book is a worthy addition to the American Lecture Series and particularly 
march 1951 
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to the Monographs on Surgery in this series. lt is a review of 132 consecutive elective 
splenectomies performed at the University Hospital in Ann Arbor during the 15 year 
period from the first of July, 1934, to July, 1949, It is at once apparent that these 
cases were treated in an institution with not only excellent surgeons, but also excellent 
hematologists. The joint efforts of these two groups of men is essential for the success- 
ful prosecution of a study of a subject like abnormalities of the spleen. 


The book includes one hundred pages with an up-to-date and selected bibliography. 
The book lud hundred pag th p-to-dat 1 selected bibliography 


It is well printed and includes sixteen illustrations, among which are several very 
excellent diagrammatic sketches. There are thirty-two sections which make simple 


and interesting reading. The first section is on general considerations, the second on 
clinical material used in the study, and the following sections include different con- 
ditions which involve the spleen and for which splenectomy may be considered up to 
and including Section 27 which is on the technic of splenectomy. Then follow sec- 
tions on anesthesia, accessory spleens. pathologic features of the spleen, summary. 
and conclusions. 

This book should be in the library of surgeons doing abdominal work and will 
vive a very up-to-date discussion in convenient and handy form of the indications for 
splenectomy. The book is to be highly recommended.—H. N. H. 


Piasma CLor SuTURE OF PERIPHERAL NERVES AND NERVE Roots, |. M. Tarlov. M.D. 
Springfield, Hlinois. Charles C. Thomas, 1950, 107 pp. $5.50. 


This monograph presents graphically and in some detail the technic of suturing 
nerves and nerve toots by plasma clot. a method which has been developed by the 
author and his co-workers during the past ten years through rather extensive labora- 
tory investigations. There have been practically no published clinical experiences in 
support of this new technique as yet. 

The author sincerely and zealously believes this method is far superior to the suture 
technic in nerve and nerve root reconstruction, but does not show objective and 
comparative evidence to support this contention. Theoretically a sutureless method of 
nerve anastomosis would be the repair technic of choice. especially in repairing torn 
nerve roots or when using cable grafts. 

The basis for selecting autologous unmodified plasma for nerve suture is quite 
thoroughly explained in preference to recalcified citrated plasma, heparinized plasma 
coagulated with protamine sulfate, reconstituted dehydrated plasma, and mixtures of 
fibrinogen and thrombin. The several steps in preparing unmodified plasma from the 
patient's own blood are minutely described and over-abundantly illustrated. Adequate 
preparation of the nerve stumps is emphasized, illustrating the rather unique nerve 
hemostatic forceps and neurotome used by the author. The use of the latex molds 
required for most plasma clot suture with or without tantalum wire tension sutures is 
adequately illustrated and described. The advisability and technic of nerve grafting 
are considered with particular emphasis on the adaptability of the plasma clot method 
to cable grafts, tiny peripheral nerve repair. and nerve root repair. Suture and graft- 
ing of the cauda equina nerve roots is considered in some detail, using posterior roots 
as autologous grafts into the anterior roots. The author in his enthusiasm even sug- 
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gests using an intercostal nerve-lumbosacral nerve root anastomosis in an effort to 
regain lost sensation from lumbo-sacral root section. This was done in monkeys with 
at least anatomical success. 

The author correctly emphasizes that success in nerve suture depends on numerous 
factors other than the particular technic of opposing the separated nerve stumps. 
Length of time lapse between injury and suture, adequate physiotherapy to prevent 
atrophy, proper nerve stump mobilization with maintenance of maximal blood supply. 
prevention of nerve stump rotation, and immobilization following suture are all briefly 
considered, Tables for assessment of sensory and motor recovery are presented, 

The entire monograph is profusely illustrated with photographic illustrations and 
drawings in support of the manuscript. The author is quite obviously carrying a torch 
for laboratory experimentation and verification of new technics prior to their clinical 
application, and rightly so. The enthusiasm for this technic which perfuses the mono- 
graph is admirable and even almost convincing. However, clinical statistical compari- 


son of the results of various suture technics is not as yet available. The monograph 
accomplishes its purpose of presenting graphically and in detail the technic of plasma 
clot suture of peripheral nerves and nerve roots.—l4. 4. W., Jr. 


TuHoracic Surcery. Richard H. Sweet. M.D. Illustrations by: Jorge Rodriguez Arroyo, 
M.D. Philadelphia and London, W. B. Saunders Company, 1950, 345 pp. 155 illus. 
$10.00. 


Dr. Sweet has written an excellent handbook of thoracic surgical technic. The book 
is well illustrated and clearly written. The author states in the preface that the volume 
is based upon the concept that a properly qualified surgeon can acquire a satisfactory 
proficiency in thoracic surgery by using the technics described in the text. No bibliog- 
raphy is given, for the author explains that it would be impossible to enumerate 
all the surgeons to whom credit was due. and any attempt to enumerate them all would 
inadvertently slight some. This book should fill the need for a ready reference which 
describes operations in the thorax and should prove to be very valuable for the 
members of house staffs and for the general surgeons doing some thoracic surgery. 

The first part of the book is a good description of the surgical anatomy of the 
thorax. The next section covers general technical considerations and includes pictures 
and descriptions of various thoracic surgical instruments. This latter part in particular 
is valuable for the surgeon who wants to learn thoracic surgery. After a general dis- 
cussion of thoracic incisions. Dr. Sweet goes on to discuss specific thoracic problems 


which he has divided on an anatomical scheme. 

Certain technical considerations. in the opinion of the reviewer, are open to 
criticism, On page 145 Dr. Sweet states that a single proximal ligature applied in the 
manner he describes will suffice to control a pulmonary vein. On page 152 the author 
states that no drainage of the thorax is necessary after a wedge resection of pulmonary 
tissue. On page 202 the author, in discussing cardiac resuscitation, states that when the 
pulmonary artery is ligated. there is no choice but to proceed with the operation. In 
the opinion of the reviewer it is safer to use more than one ligature on a pulmonary 
vein. It is more conservative to drain all the thoraces after lung parenchyma has been 
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incised than not to drain, There have been numerous occasions when the pulmonary 
artery or lobar pulmonary artery has been ligated and the operation either discon- 
tinued or continued at some later time without necrosis of the lung tissue. 

The section dealing with surgery of the esophagus is particularly well done and 
reflects Dr. Sweet's wide experience in this field. The author describes clearly and in 
detail problems in esophageal surgery. Dr. Sweet discusses his operation to de- 
compress the pulmonary circulation in mitral stenosis by anastomosing a pulmonary 
vein to the azygos vein, but he does not mention mitral valvulotomy or commis- 
surotomy which may be more suitable procedures than the Sweet operation —F. J. 


Beattie. WD. 


THe EsopHacus anp PHarynx Action, William Lerche. M.D. Springfield. Hlinois, 
Charles C. Thomas. 229 pp. $5.50. 


This monograph is a worth-while contribution to the literature on the esophagus 
and pharynx. The author's material has been gained mainly by anatomical dissection 
of autopsied and preserved specimens. The author's major contribution deals with the 
macroscopic and submacroscopie anatomy of the esophagus and pharynx with par- 


ticular reference to the sphincteric mechanisms at the lower portion of the esophagus. 
The literature pertinent to the author's interest is reviewed. Certain abnormalities of 
the esophagus seen clinically are discussed briefly on the basis of the author's experi- 
ence, The illustrations are in the main good; however, certain x-ray reproductions are 
of questionable value. Because of the nature of the author's own contribution, 
essentially of an anatomic nature, one must be circumspect in his interpretations of the 
physiological implications. 

The material is presented in considerable detail and would be of value to an 
anatomist or an individual with a special interest of the structures under discussion. 


K. Alvin Merendino. M.D. 


Treenine Tecunxigue or Bone Marrow INevusions Tisstt Biopsies. Henry 
Turkel. Detroit, Michigan. Oct. 23, 1950, 54 pp. 


This little brochure of 54 pages is a practical exposition of the author's method of 
administration of fluids by bone marrow trephine and also of his method of tissue 
biopsy. The line drawings are excellent and for those who wish to use this technic, 
this brochure will give adequate and complete information. Dr. Turkel is known for 
his contributions to this field and this small paper-bound brochure is essentially a 
technical manual. A bibliography is included. 


Cancer OF THE Coton Rectum (2Nnp Epition). F. W. Rankin and Graham. 
Springfield, Hlinois, Charles C. Thomas, July, 1950, $7.50, 


In the second edition the authors have achieved a comprehensive analysis of the 
contemporary literature and an exhaustive review of the subject which makes it the 
best monograph available. It should prove an invaluable reference, useful to the 
specialist and to the general physician. Of greatest value is the thoroughness with 
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which the authors pilot the reader through controversial and changing concepts in 
the surgical management of carcinoma of the colon and rectum, giving an impartial 
presentation of divergent view points, and at the same time stating clearly their own 
tenets which they have arrived at through an experience in this field which is probably 
second to none and in which their experience dates back to the real beginning of 
achievement in this specialty. 

In the review of physiology and anatomy, practical points as applied in surgery are 
emphasized and many helpful details will be appreciated even by specialists doing 
much of this work. 


The section on pathology is well ordered and includes opinion as to the prognostic 
importance of Broder’s histological grading and Dukes’ classification. Controversial 
concepts as to lymphatic metastasis from cancer of the rectum and rectosigmoid are 
presented. The authors, by specific references, show that the findings in the last 
decade by Gilchrist and David, Gabriel, Dukes and others, of lymphatic spread up- 
ward more predominantly than downward, is used in support by both those in favor 
of sphincter-saving operations as well as those who favor the Miles combined resec- 
tion. An excellent review, enhanced by good illustrations, of mucosal polyps and 
adenomatosis is given and the malignant potential of such polyps illustrated, The 
distinction of these polyps from pseudopolyposis secondary to chronic ulcerative 
colitis, hyperplastic tuberculosis, and so forth, is described. Symptomatology and 
differential diagnosis are also thoroughly covered. 


In Part Il the result of treatment as reported by 24 individuals and institutions 
is given with detailed statistics as to the operability, morbidity and survival period. 
More favorable mortality despite the generally increasing resectability rate is dis- 
cussed in light of contributing factors. While portraying impartially the arguments of 
all proponents to controversial methods of treatment, the author's preference is also 
clearly stated and may be briefly summarized as follows. They prefer the resection in 
one stage of practically all cancers of the right and transverse colon with immediate 
restoration of gastrointestinal continuity either by open or the so-called closed aseptic 
anastomosis. While for years they have used the closed anastomosis over the three- 
bladed clamp, they now often employ the open type method, In the left colon an 
obstructive resection is their operation of choice in the vast majority of cases, although 
the ideal operation of resection and immediate end-to-end anastomosis is carried out 
in 25 to 30 per cent. The one stage Miles combined resection is used for carcinoma of 
the rectum, rectosigmoid, and lower sigmoid colon. They feel that any cancer of the 
rectum which is below the peritoneal reflection should not be submitted to a sphincter- 
saving operation. While now favoring one stage resection, it is emphasized that 
obstruction, subacute perforation or fixation are indications for staged procedures. 


Particularly enlightening in the very controversial field of sphincter-saving opera- 
tions for carcinoma of the rectum is the analysis of the opinions of fifty leading sur- 
geons in this regard. This review conducted by the authors through questionnaire 
shows the distinct majority opinion against sphincter-saving operations for carcinoma 
of the rectum or rectosigmoid.—Joel W. Baker, M.D. 
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PRINCIPLES AND Practice oF SurGery. Jacob K. Berman. Indianapolis, Ind. C. V. 
Mosby Co.. 1950. 1378 pp. $15.00. 


A new book has been added to the many already found in the field of general 
surgery. This book. unlike most previous texts, has succeeded in correlating the 
basic sciences with the fundamental principles of surgery. The book is intended 
primarily for the general surgeon, but also serves as an excellent general treatise for 
those surgeons in the sub-specialties. 

The text is divided into five parts. There are twenty-three chapters. Part I includes 
a very brief discussion of the history of surgery. There is also a short review of 
laboratory tests and pathology. 

Part Il is primarily concerned with the local and general response of the body to 
mechanical injury and infection. It is practical, succinct and up-to-date in the field of 
general and specific therapy. 

Part IIL includes a discussion of the general reaction of the body to injury. This is 
approached rather uniquely through its first chapter “The Human Constitution” in- 
cluding its hereditary and environmental background. This section includes a very 
excellent discussion of fluid and electrolyte balance which is simply but accurately 
presented. It is a correlation of fundamental biochemistry and physiology to clinical 
surgery. Included also are separate discussions of hemorrhage and shock. 

Part IV considers the reaction of the body to benign and malignant neoplasms. 
Structural characteristics. etiological factors. nomenclature, growth characteristics. 
diagnosis and treatment are included in a general discussion. 

Part V constitutes the remaining 2/3 of the book and concerns itself mainly with 
the application of the basic principles, as outlined in the first four parts, to particular 
organs and systems. This included the integumentary, circulatory, nervous. respira- 
tory. alimentary. skeletal. endocrine. reproductive and urinary systems. Disease 
processes are discussed under etiology. pathology. symptoms and signs, diagnosis. 
prognosis and treatment. 

This book fulfills a definite purpose through its excellent presentation of the basic 
sciences and their intrinsic relationship to modern surgery. It is not a book profusely 
illustrated with technical detail of surgical operations. It is not a book intended to 
supplant other surgical texts, but should serve as an excellent adjunct. Students of 
surgery will find this book invaluable through its erudite presentation of detail. The 
stvle of writing makes the book enjoyable reading.-/7. H. Olson, M.D. 


Tue Surcican Treatment or Faciat Varaztad Hovhannes Kazanjian, 
M.D.. D.M.D. and John Marquis Converse. M.D. Baltimore. Maryland, The Williams 
and Wilkins Company. 1949. 574 pp. $10.00, 


This book of 574 pages covers the surgical treatment of facial injuries. It is one of 
the most extensive. if not the most extensive account of this subject that has appeared. 
The experience of the two authors in this field needs litthe comment as the writers are 
well-known both in civilian and in military life. In the recent World War, Dr. Con- 
verse served for six years. including service in Great Britain before the United States 


entered the war. 
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The book includes an index and a bibliography of well over 100 references. These 
articles pertain to writings that have appeared mostly since 1940, although certain 
classical and other pertinent papers are included. There are 746 figures including 
photographs and line drawings. Some of the photographs are in color, as well as some 
of the line drawings. In many instances there are several photographs or drawings on 
a single figure. 

There are 25 chapters. all of which pertain to the surgical treatment of facial 
injuries, Plastic surgical subjects such as the care of hare lip and cleft palate are not 
discussed and the entire book is devoted to the subject under consideration. The first 
chapter discusses the face in general and is an excellent general account which should 
be read by all physicians. The second chapter on healing of wounds is excellent, 
particularly the photomicrographs of the healing of donor sights. The third chapter 
includes general principles of operative technic. Following this are chapters on 
subjects all the way from early treatment of facial injuries, fractures of the mandible. 
pedicled skin flaps. and burns of the face to anesthetic management of the patients to 
he operated upon. 

This book should be in every medical school, military, and institutional library. It 
is an invaluable reference text which will be of value to all plastic surgeons and to all 
general surgeons doing traumatic work. Many of the chapters will have a broader 
application and should be consulted by those interested in other aspects of the face. 
It will be of advantage for general practitioners to consult this book not only so that 
they can carry on the necessary emergency treatment, but so they can see what can be 
accomplished by high-class definitive treatment. In this way the cases will be referred 
to those men specialized for these injuries at the proper time. Drs. Kazanjian and 
Converse are to be congratulated for producing this excellent monograph. 


British Surcicat Practice (Votume 7). Sir Ernest Rock Carling and Sir James 
Paterson Ross. London, England. Butterworth & Co.. Ltd.. London. England. The 
C. V. Mosby Co., St. Louis. Mo.. U.S.A.. 1950. 591 pp. $13.20. 


Volume 7 of British Surgical Practice appearing under the general editorship of 
Sir Ernest Rock Carling and Sir James Paterson Ross comes up to the high standards 
set by the previous six volumes. As in the other volumes, subjects are taken up alpha- 
betically and this volume covers phases of surgery from “Pharyngeal Diverticula” to 
“Spinal Cord.” 

There are 591 pages plus an index of 36 pages. There are 339 figures. some of 
which are in color. The bibliographies appear at the end of the chapters. Several of 
the sections are of special interest. The chapter on “Pharyngeal Diverticula” by John 
Morley is an excellent clinical presentation of this subject. The chapter on “Physique. 
Body Build, and Posture.” while not directly applicable to surgical technic, is yet a 
very interesting fundamental chapter and one that can be read with benefit by general 
surgeons as well as by orthopedists. The chapter on “Pituitary Tumours” by Harvey 
Jackson is excellent as is that by T. Holmes Sellors on “Diseases of the Pleura.” Other 
outstanding chapters include that on “Post-Operative Gangrene” by Clement Grim- 
shaw: “Pulmonary Abscess” by R. C. Brock; “Pulmonary Tuberculosis” by C. Price 
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Thomas (which incidentally discusses the difference in British and American practice 

concerning excision therapy of tuberculosis) and the section on “Pyloric Stenosis of 

Infants” by T. Twistington Higgins. Sir Harold Gillies gives an excellent and masterly 

discussion on the “Reconstruction of the Ear and Nose.” and Cuthbert E. Dukes in 

association with O. V. Lloyd-Davies discusses “Benign Tumours of the Rectum.” while 

O. V. Lloyd-Davies and C. Naunton Morgan discuss “Carcinoma of the Rectum.” 

There are also sections on “Rectum-Haemorrhoids.” “Rectum-Proctitis.” and “Rectum- 

Prolapse.” “Salivary Glands.” “Scalp and Skull.” “Spinal Column,” and “Spinal 

Cord” all get a good discussion as well as do other subjects coming under the 
alphabetical confines of this volume. 

This excellent series gives American surgeons good insight into British surgical 
practice and in addition contains accounts of such high caliber that it should be in 
all medical libraries and should be consulted for reference by American surgeons, 
both in training and in practice.—H. N. H. 


Bone anp Joint Diseases. J. V. Luck, M.D. Springfield, Hlinois, Charles C. Thomas, 
July 20. 1950, 589 pp. $16.50. 


The stated purpose of this book is to correlate the pathologic anatomy, roentgeno- 
graphic findings and clinical symptoms in bone and joint diseases. In preparation of 
the volume, the author studied the collection of bone and joint pathology of the Army 
Institute of Pathology and also the wealth of material available at the State University 
of lowa. He formulated the general plan of the book while teaching the interns, 
residents and graduate students in Doctor Arthur Steindler’s Department of Ortho- 
pedic Surgery. The text vovers 589 pages, not including the index, and includes a 
total of 454 figures. many of which are double. Chapter headings include the normal 
skeletal system. acute and chronic infections of bones and joints, aseptic necrosis, 
fractures, chronic arthritis, neuro-arthropathies, metabolic disorders, osteitis fibrosa, 
Paget's disease, melorheostosis. hypertrophic osteoarthropathy, endocrine and con- 
genital disorders, extraskeletal calcification and ossification, osseous lesions in the 
reticulo-endothelioses. bone changes produced by heavy metals, benign and malignant 
tumors of bones, and tumors of joints. Each chapter is preceded by a brief table of 
contents and followed by a list of references. 

Dr. Luck has undertaken a Herculean task and has succeeded admirably. Clinical 
entities are discussed under the headings of etiology. age incidence. sites of involve- 
ment, pathogenesis, roentgenographiec correlation, and clinical correlation. Wherever 
possible illustrations of the patient, the gross pathology, the histological pathology. 
and the roentgenographic changes are included. The general quality of the figures 
is excellent. 

Since the field covered is extensive, the advanced student and the research clinician 
will not find comprehensive coverage of the various subjects. However. this was not the 
intent of the book, As a textbook the volume is admirably suited to residents in train- 
ing and to clinicians who wish to review bone and joint diseases. The publishers are 
to be complimented on the excellent format. 


68 @ QUARTERLY REVIEW OF SURGERY march 1951 


Atias or Human Anatomy Descriptive AND REGIONAL (VoLumes I anp IL). M. W. 
Woerdeman, M. D. Philadelphia-Toronto, The Blakiston Co., 1950, $18.00, 


This new two volume atlas of human anatomy is intended primarily for medical 
and dental students. Volume | contains 512 plates covering the subject of osteology, 
arthrology and myology. Volume II with 642 plates covers the digestive, respiratory, 
urogenital, circulatory, and nervous systems, and the organs of special sense, The 
B.N.A. nomenclature is used throughout. 

The sub-title of the two volumes is apt to be misleading. The work is an atlas; there 
is no accompanying text. Moreover, the method of presentation is primarily systemic 
and not regional. In the first volume the drawings are excellent and are beautifully 
reproduced, Dr. Woerdeman has adopted the technic of Gerrish in showing the 
origins and insertions of the muscles as phantom drawings superimposed on the 
skeleton. These are supplemented with realistic drawings from actual dissections. 

The second volume unfortunately does not come up to the same high standard set 
by the first. The volume opens with a good section devoted to the alimentary tract 
and the illustrations of the oral cavity should prove of value to dental students. The 
respiratory system is well illustrated, and in fparticular the bronchiograms are out- 
standing. The section on the urogenital system could be improved with illustrations 
of embryological correlations (i.e. embryological homologes in male and female), 
as well as with more detailed drawings of the pelvic and perineal fascia. The periph- 
eral circulatory system is well illustrated, but relationships and common anomalies 
are not shown. With regard to the nervous system, some of the gross dissections are 
unique and valuable but the tracts and peripheral nerves are presented in a diagram- 
matic fashion. In addition to the monochromatic drawings. there are two color plates 1 
illustrating the organs of special sense. but throughout the volume color could be used 
to greater advantage. 

The atlas should fulfill its intended purpose for medical and dental students, but 
for practicing physicians illustrations of the same high quality but of regional anat- 
omy would probably be of greater value. 


Scientiric Mepicat anp Tecunicat Books (1945-48). R. R. Hawkins. Washington, 
D. C. National Research Council, 514 pp. Oct. 1950. 


This “Supplement” brings up-to-date the first volume, which listed books published 
during the fifteen years, 1930-44. As in the original volume. Col. Harold W. Jones, 
Director (ret.), Army Medical Library and Editor of Blakiston’s New Gould Medical 
Dictionary. is responsible for the selections in medicine and related fields. The list 
is intelligently classified and contains full descriptive annotations for each title. It 
bears witness to Dr. Jones’ keen judgment and wide experience. 

The book contains some 750 titles of immediate interest to physicians; it may well 


be considered an indispensable tool in book selection for any type of medical library 
private or public. Nor will it disappoint the physician looking for “the best book” 
in some specialty or for a cross-section of the work done in a certain field. 
The Editor-in-Chief, R. R. Hawkins of the New York Public Library, is to be con- 


gratulated on this new achievement. 
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Das Kressprosiem. K. H. Bauer. Heidelberg, Germany, Springer-Verlag Ohg, 1949. 
758 pp. $45.00. 


This book is written by Professor K. H. Bauer, Head of the Department of Surgery 
at the University of Heidelberg. Formerly Dr. Bauer was Rector of the University of 
Heidelberg. and previous to, and during the early part of the war, was Professor and 
Head of the Department of Surgery at the University of Breslau. At Breslau he was a 
successor to the surgical masters Milkulicz and Kiittner, Professor Bauer is also one 
of the editors of the Zeitschrift fiir Krebsforschung. This reviewer had the pleasure of 
visiting Bauer's Clinic in Breslau in January. 1939, At that time it was the reviewer's 
impression that it was not only one of the most up-to-date clinics from the surgical 
and clinical standpoint. but also that Dr. Bauer was one of the leaders among the 
clinicians in Germany in carrying on surgical research. At that time, as now. Dr. 
Bauer's chief research interest was the subject of tumors. 

This book is a general study for physicians and biologists on the subject of 
cancer, It is 758 pages long and is well printed with good type. There are 71 illustra- 
tions, several of which are in color, The illustrations include many diagrams, charts. 
photographs. and photomicrographs. All are of excellent quality, but the photo- 
micrographs and x-ray reproductions are outstanding. There are many unnumbered 
diagrams of chemical formulae. examples of which are benzpyrene. methylcholan- 
threne. There is a very thorough author index which is 15 pages long with three 
columns of small type. Among some of the authors of the English speaking countries 
that are frequently quoted are Brunschwig. Burrows. Ewing. the Kennaways. Pack. 
and Whipple. There is also a very thorough subject index 44 pages in length with 
three columns in small type and a bibliography at the end of each chapter. These 


bibliographies are quite extensive and include many references to articles in the post- 


war period up to the year of publication. Of interest is an appropriate quotation in 
small print at the commencement of each section. These quotations are from such men 
as Goethe, Carrel. Borst. Hippocrates, Schrodinger. and Claude Bernard. 

The book includes three sections, and in all. 12 chapters. The first section is on 
the nature of cancer and the chapters are Cancer as a Disease. Cancer Statistics, Gen- 
eral Tumor Pathology and Biochemistry of Tumors. The second section is on cancer 
origin and the chapters concern Tumors and Pathogenic Causative Factors, Tumors 
and Heredity. Cancers Due to Chemical Substances. Cancers Due to Physical In- 
Huences. and The Mutation Theory of Cancer Origin. The third section concerns 
cancer control and the three chapters in it are Experimental Influences on Cancer, The 
Diagnosis of Cancer in Human Beings and the twelfth and last chapter, Cancer Treat- 
ment. Cancer Cures and Cancer Prevention. 

The book considers the subject of tumors all the way from the latest studies of 
electrophoretic patterns of serum in the presence of certain tumors to the clinical 
care and treatment of cancer in patients. References are made to recent advances and 
include references to American nuclear physicists and physical chemists such as 
Libby. W. D. Harkins. E. O. Lawrence and Evans. Lawrence's medical brother is also 
quoted. Dr. Bauer's interest in the subject derives partially from his work on the 
mutation theory of cancer origin and his monograph on this subject published in 
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Berlin in 1928 is well known. Naturally. Dr. H. J. Muller's work on mutations gets 
considerable comment. 

The clinical portion is sound. The controversial ideas of McWhirter are discussed 
and are rightfully criticized, possibly better than in many papers appearing in this 
country. This book is the product of one man’s effort. There is most certainly a place 
for scientists who are not clinicians and for physicians who do not do a great deal of 
experimental work, On the other hand, there is also a place for men who do the two 
types of work at the same time and who can approach from both viewpoints. Dr. 
Bauer's approach to the subject of cancer is of this dual nature. From the clinical 
standpoint, he is an experienced surgeon who has done an enormous amount of sur- 
gical work. He is able to quote his own bone sarcoma statistics as well as his own 
mouse experiments. He quotes his own gastric resection mortality statistics for carci- 
noma of the stomach and for carcinoma of the breast, and at the same time discusses 
his experimental work on methylcholanthrene and benzpyrene. Many of the pictures 
are of his own clinical cases and some of the experimental data come from his own 
laboratory. 

Every medical library and those doing cancer work should possess a copy of this 
book. Those physicians who can read German whg wish to see one of the best postwar 
products of German science should also consult this monograph. Dr. Bauer's book is 
useful as a reference text as well as a clinical and résearch volume.—f/. \. H. 


PepicLe iy Plastic SURGERY OF THE HEAD AND Neck. Gordon B. New. M.D. 
and John B. Erich, M.D. Springfield, Hlinois, Charles C. Thomas, 1950, 104 pp. 


This monograph is Publication Number 56 of the American Lecture Series and 
comes up to the high standards of the previous volumes. The capabilities of the 
authors in the particular field in question are well-known. The book is well-illustrated 
and well-printed. It is 104 pages long with 76 illustrations. most of which are either 
clear line drawings or photographs of very interesting cases. There are also a few 
photographs of some of the moulages for which the Mayo Clinic is justly famous, This 
book can be recommended for plastic surgeons and for those interested in traumatic 
surgery of the head and neck.—H/. \. H. 
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